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ra. “treats more patients more effectively... 


_ Of 45 arthritic patiénts 
_ who were refractory 
__ to other corticosteroids* 


¥ 


22 were successfully 


treated with Decadron*’ 


1. Boland, E.W., and Headley, N.E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 

2. Bunin, JJ., et al.: Paper read before the Am. Rheum. 
Assoc., San Francisco, Calif., June 21, 1958 


“Cortisone, predni and 


DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is availabie 
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“Estrogen treatment is quite 
specific for the vasomotor and 
most of the other symptoms of 
the _typical_ menopausal _syn- 
drome.” Rakof, A.E, in Goldzcher, M.A., 
and Goldzieher, J.W.: Endocrine Treatment in Gen- 
eral Practice, New York, Springer Publishing Com- 
pany, Inc., 1953, chap. 23, p. 345. 

The vasomotor symptoms such as hot 
flushes and palpitations are readily iden- 
tified with the menopausal syndrome, 
and related to declining ovarian secre- 
tion. Not so the multiplicity of other 
symptoms which may appear long be- 
fore, or even years after, menstru- 
ation ceases, such as headache, insom- 
nia, irritability and fatigability; and the 
musculoskeletal symptoms ranging from 
vague pains, arthralgias and myalgias 
to postmenopausal osteoporosis. In 
either case, the cause is the same: estro- 
gen deficiency. 


Estrogen replacement is specific 
therapy. 


Estrogen replacement therapy specifi- 
cally treats the basic deficiency. It stabi- 
lizes the vasomotor system enabling the 
patient to readjust to a new physiologic 
environment. Furthermore, estrogen is 
not just a “female sex hormone.” It has 
a beneficial effect on bone and on pro- 
tein metabolism;! on uterine supporting 
structures;?ontheskin, andthe mucosa— 
not only of the vaginal tract but also of 
the urinary bladder and stomach.*-5 
Estrogen provides a possible relative 
immunity to coronary atherosclerosis,® 
and helps to counterbalance the tend- 
ency to adrenal and pituitary hyperac- 
tivity.’ 

“PREMARIN” relieves all the symptoms 
of the menopause and provides an 
extra “plus”—a sense of “well-being.” 
“Premarin” not only promptly relieves 


the hot flushes and the other distressing 
menopausal symptoms but almosr in. 
variably imparts a gratifying sense of 
“well-being.” In addition, the over-all 
influence of “Premarin” on metabolic 
functions is also increasingly recognized 
as a decisive factor in the postmenopaus- 
al years to insure better physical health 
and greater emotional  stability.’-10 
These are some of the important features 
that have established clinical acceptance 
for “Premarin” over more than seven- 
teen years, and have made it the most 
widely prescribed natural oral estrogen 
in the menopause. 

“Premarin”® (conjugated estrogens, 
equine) presents not just a single con- 
jugate but the complete equine estro- 
gen-complex as it naturally occurs, 
“Premarin” is well tolerated, convenient 
to take, rapidly absorbed, and virtually 
free from side effects. 


Administration is cyclic (usually three 
weeks’ therapy with one week rest pe- 
tiod). Average suggested dosage: 1.25 
mg. daily—increased to b.i.d. or t.i.d. if 
necessary. Dosage is gradually reduced 
to maintenance levels. 


To suit patient requirements, four poten- 
cies of tablets (2.5 mg., 1.25 mg., 0.625 
mg., and 0.3 mg.), and one potency of 
liquid (0.625 mg. per tsp.). 


1. Stein, L., Stein, R.O., and Beller, M.L.: Living 
Bone in Health and Disease, Philadelphia, J.B. 
Lippincott Company, 1955, chap. 9, p. 176. 2. 
Anderson, H.E.: J.A.M.A. 168:173 (Sept. 13) 
1958. 3. Goldzieher, M.A.: Geriatrics 1:226 (May- 
June) 1946. 4 Hamblen, E.C., in Stieglitz, E.J.: 
Geriatric Medicine, ed. 2, Philadelphia, W.B. 
Saunders Company, 1949, chap. 41, pp. 657-673. 
5. Kurzrok, L.: (Correspondence), Mod. Med. 
26:33 (Oct. 1) 1958. 6. Rivin, A.U., and Dimi- 
troff, S.P.: Circulation 9:533 (Apr.) 1954. 7. Grif- 
fith, G.C.: Obst. & Gynec. 7:479 (May) 1956. 
8. Stoddard, F.J.: Obst. & Gynec. Surv. 10:801 
(Dec.) 1955. 9. Shelton, E.K.: J. Am. Geriatrics 
Soc. 2:627 (Oct.) 1954. 10. Randall, C.L., Birtch, 
P.K., and Harkins, J.L.: Am. J. Obst. & Gynec. 
74:719 (Oct.) 1957. 
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Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


PHENAPHEN ein each capsule 

Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


“ A. H. ROBINS CO., INC, RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians 
and interns. When possible, 
two copies of the manuscript 
should be submitted. 
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For the 


high calcium and 
protein needs 


| of pregnancy... 


New se/f-enriched Carnation Instant 


25% more protein, calcium, B-vitamins, richer flavor than ordinary nonfat milk 


New Carnation Instant can give your 
patients a more delicious nonfat milk— 
extra-rich in natural milk calcium, protein 
and B-vitamins. This new crystal-form 
nonfat milk can be se/f-enriched. The pa- 
tient simply adds one extra spoonful of 
crystals per 8-oz. glass when mixing— 
to gain 25% more calcium, protein and 


B-vitamins than ordinary nonfat milk— 
and far richer flavor. Convenience and low 
cost also encourage acceptance. Calorie 
count remains low (400 per quart). 

Physicians will recognize the particular 
value of the increase in natural milk cal- 
cium, more effectively utilized than most 
medicinal calcium salts. 


Calcium Protein Riboflavin | Thiamine 
National Research Council Recommended Daily Dietary 
Allowances During Second Half of Pregnancy 1.5Grams | 78.0Grams| 2.0 Mg. 1.3 Mg. 
Amount and Percent of Daily Dietary Allowances Provided 1.48 Grams | 41.3Grams| 2.26 Mg. 40 Mg. 
by 1 Quart of 25% self-enriched Carnation Instant (98%) (53%) (113%) (30%) 


25% self-enriched Carnation Instant 


per glass, or 1/3 cup extra Carnation Instant 
per quart, over regular package directions. 


Simply add 1 tablespoon extra Carnation Instant 
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Chitstmas 
or children 


* an exciting, happy tinic. 


And in most U.S. hospitals, scenes similar to this one 
on our cover by Alex Ross will light up the eyes of thou- 
sands of pediatric patients. 


Our cover was painted at Norwalk (Conn.) Hospital. 
Chief Resident Allen Paisner, whose son is the same 
age as the little patient, helps the two-year-old put an 
angel on the tree. 


Judging from the happy faces of the hospital staff, it’s 
hard to tell whether staff or kids are having the most fun. 


To all of you, 
from all the staff at Resident Physician, 


Merry 
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REFLECTION ON 
CORTICOTHERAPY: 


The clinical aim, following immediate Dern 


suppression of disease symptoms, is to a 
maintain the patient symptom-free... eal 
with minimal side effects. _ ee 
The logical course is to select at 
the steroid with the best ratio Wn 
of desired effects to undesired effects: te 


KALAMAZOO, MICHIGAN 


the corticosteroid that hits the disease, but spares the patient * CHAI 
Prof 
| Upjohn hoon UPJOHN COMPANY 
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Anesthesiolo 


J. ADRIANI, M. Director, Depart- 
ment of Anesth€flogy, Charity Hos- 
pital of New Orleans. 


Max S. Sapove, M.D., Director, De- 
partment of Anesthesiology, Univer- 
sity of Illinois. 


Dermatology 


MaRION B. SULZBERGER, M.D., Pro- 
fessor and Chairman, Department of 
Dermatology and Syphilology, New 
York University Postgraduate Medi- 
cal School. 


General Practice 


C. WESLEY EISELE, M.D., Chief, Gen- 
eral Practice Residency Program, 
University of Colorado. 


GrorGE ENTWISLE, M.D., General 
Practice Program, University Hospi- 
tal, Baltimore, Md. 


Medicine 


WiLt1AM B. Bean, M.D., Professor 
Medicine, University of Iowa Medi- 
cal School. 


CHARLES Davipson, M.D., Associate 
Professor of Medicine, Harvard Med- 
ical School. 
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Ophthalmology 
Derrick T. VaiL, M.D., Chairman, 


Department of Ophthalmology, North- 
western University Medical School. 


Orthopedics 
Harotp A. SoFIELD, M.D., Professor 


of Orthopedic Surgery, Northwestern 
University Medical School. 


Otolaryngology 

DEAN M. LiERLE, M.D., Chief, De- 
partment of Otolaryngology and Max- 
— Surgery, State University of 
owa. 
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BUFFERIN. DOES EVERY- 
THING PLAIN ASPIRIN GAN 
WITH HIGHER SALICYLATE 
FAR FEWER GASTRIC SIDE 
EFFECTS 


Fremont-Smith, P.: 
J. Am. Med. Assn. 158:386 
(une 4) 1955. 


Paul, W.0.; Dryer, R.L., and Routh, 
J.L.: J.Am.Pharm. Assn. 
Scient.Ed.) 39:21 Gan.) 1950. 


Tebrock, H.E.: Ind. Med. & Surg. 
20:480-482, 1951. 
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Pathology 


JoHN R. Sc N, M.D., Professor 
of Pathology@Mniversity of Nebraska, 
Lincoln. 

Pediatrics 


JAMES MarvIN Baty, M.D., Physi- 
lane Boston Floating Hos- 
pital. 


Plastic Surgery 
NEAL Owens, M.D., The Owens Clin- 
ic, New Orleans; Clinical Professor of 


Surgery, Tulane University School of 
Medicine. 


Psychiatry 
WILLIAM C. MENNINGER, M.D., Pro- 
fessor of Psychiatry and General Sec- 
retary, Menninger Foundation School 
of Psychiatry. 


Public Health and 
Preventive Medicine 
HERMAN E. HILLeBor, M.D., Com- 


missioner of Health, State of New 
York. 


Radiology 


MAXWELL H. Poppet, M.D., Direc- 


tor of Radiology, Bellevue Hospital 
Center. 
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Rehabilitation and 

Physical Medicine 

SEDGWICK MEeEapD, M.D., California 
Rehabilitation Center, Vallejo. 


Resident Staff Director 
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Medical Superintendent, Bellevue 
Hospital Center. 


Surgery 

DonaLp C. CoLuins, M.D., Assistant 
Professor of Surgery, College of Med- 
ical Evangelists. 


Ear J. HALLIGAN, M.D., Director of 
Surgery, Jersey City Medical Center. 


KarRL A. MEYER, M.D., Chairman, 
Department of Surgery, Cook County 
Hospital. 


Howarp E. SnypDER, M.D., The Sny- 
der Clinic, Winfield, Kansas. 


Thoracic Surgery 
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Clinical Professor, Stanford Univer- 
sity School of Medicine. 
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Used in every type of practice 

and clinical specialty today, 
EQUANIL® (meprobamate, Wyeth) 
has proved that anxiety and 

tension can be controlled to 

smooth the course of diagnosis, 


treatment, and convalescence. 


. 


Anxiety is a fact of life. Anx- 


1ety is a fact of illness. 


4 
¥ 
4 
1, Pa 


RESIDENT PHYSICIAN 


i \ Therapeutic 
Reference 


The following index contains all the products ad- 


4 vertised in this issue. Each product has been listed 
a) under the heading describing its major function. By 
; q referring to the pages listed, the reader can obtain 


Allergic Disorders and Asthma 


19 
31 
Analgesics, Narcotics, 
edatives and Anesthetics 
14 
utisol Sodium ............ 41, 133 
149 
henaphen with Codeine ...... 8 
Antacids and Intestinal 
Adsorb 
3 
Antibiotics and 
hemotherapeutic Agents 
osa-Terramycin Capsules 119 


more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 


110, 111 
Ilosone Lauryl Sulfate 
eee 134, 135 
8, 
Terramycin I.M. Solution ..117, 119 
Anticoagulants 
Liquaemin Sodium .......... 44 
Anticonvulsants 
Celontin, Dilantin, Milontin, 
Antidepressants 
Antiemetics 
Antispasmodics 
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THERAPEUTIC REFERENCE—Continued 


Arthritic Disorders and Gout 
Aristogesic 
Parafon with Prednisolone 


Cardiovascular Disorders 


36 
Contraceptives 
Ortho Diaphragm ............ 22 
147 
103 
Cough Control 
Hycomine Syrup ............. 30 
Diuretics 
Equipment and Supplies 
164 
Office Equipment* ........... 39 
Foods and Beverages 
Carnation Instant ............ 10 
G.U. Preparations and 
Antiseptics 
52 
Hemorrhoids and Rectal 
Disorders 
Anusol, Anusol-HC .......... 24 
Hemostasis 
54 
Infant Formulas and Milks 
18 


Investments and Insurance 


Accident and Hospital 
169 
Blue Shield Medical Care Plan . 25 


Menstrual, Premenstrual and 
Menopausal Syndromes 


Migraine 
158 
Muscle Relaxants 

Postoperative 

Steroids and Hormones 
Tranquilizers 

16 
Meprospan-400 .............. 26 
20 
Ulcer Management 

Vitamins and Nutrients 

141 
Weight Control 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., & 
Professor of Radiology, New York University College of Medicine 7 
and Director of Radiology, Bellevue Hospital Center 


Sixty-three-year-old male. Chief complaint — Colicky ab- 
dominal pain of 3 weeks’ duration. Relieved by passing gas. 


Which is your diagnosis? 
1. Ca of transverse colon 3. Polyp in transverse colon 


2. Intussuscepting lipoma in 4. Ileo-colic intussusception 
transverse colon 


(Answer on page 171) 
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62 
21 
123 


START with Anusol-HC . . . eliminate inflammatory symptoms 8. Joint 
rapidly and safely with 2 Suppositories daily for 3 to 6 days. 1 ~ 


MAINTAIN with Anusol . . . prevent recurrence of symptoms 


seem 
and promote more rapid healing with 1 Suppository morning 
and evening and after each bowel movement. Supplement with 
Anusol Unguent as required. Neither Anusol-HC nor Anusol pee 
contains any narcotic or analgesic drug, thus will not mask is. 2. Decl 


symptoms of serious rectal pathology. - Barte 
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anorectal comfort In minutes 
0. Visito 
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4. State: 
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analy 

good 
. Cut 
5. Drug 
Viole 
7. Plant 
. Hore 


ACROSS 


. Schleich's paste 

. Bone instrument 

. Visitors are —— in sick 

room 

. States positively 

. Common joint disease 

. Projecting growth from 

a mucus surface 

. English physician (1819- 
1900) 


. Make amends 

. Pointed tool 

. An article 

. Covered with a thin 
layer 

4 Part of the eye 

. Corn meal bread 

. Produced by putrefac- 
tion 


9. Inter 


Kind of balm 

. Another time 

. Metal used in dentistry 
. Tissue 

. Pike-like fish 

Minim 

. Infectious agent 

. Poem 

. Blood vessel 

. Vibrate 

. Fine sand 

. Obligation 

. Specimen of blood for 
analysis 

. Ray emitted by radium 
8. Our mutual Uncle 

3 Standard of perfection 
2, "———"" applications are 
good for 15 Across 

. Cut into small pieces 
. Drug used in 15 Across 
Angry 

8. Joint 

German river 

. Time when diseases 
seem worse 


. Verine, opium 

derivative 

. Declare openly 

Barter 

. Attempt 

. Anodyne 

6. Violent passions 

» Plant furnishing sago 
eolum 
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(Answer on page 171) 


(Abbr.) 


particle 

. Twining plant 

. Employed 

. Unfavorable weather 

. Nervous twi 

. Wade 

. Inflammation (suffix) 

. Soft tissue 

. Spleen in amyloid dis- 


. Old oath 
. Famous French surgeon 


(1510-1590) 


. What the physician is 


to humanity 


. Great mass of ice 
31. 


Jewish month 


32. Medicine will — pain 


. Unyielding courage 
. Very 

. Cancel 

. Metabolic catalyst 


Fat-absorbing parts of 

the intestine 

Young pharaoh (abbr.) 


42. Flood 


43. 


Turn aside 


44. Not in good health 


45. 


46. 
47. 


Apparatus used to 
transmit parallel rays 
Nothing but 
Ossified tissue 


48. Protuberance 

. Pituitary hormone 
50. Convene 

. Brick carrier 

. Biblical character 
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Letters 


to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


ECFMG 

I accept the theory that the 
examination of the ECFMG is 
sound, is right and serves to de- 
fend the American public health 
against poor quality medical care. 

It is sponsored by most of the 
state boards which have made it 
a prerequisite for eligibility; it is 
sponsored by the AMA, the 
American Hospital Association 
and others. 

It is made up of questions 
used before by the National 
Board, approved by eminent 
teachers, and answered previous- 
ly by hundreds of American 
graduates. 

How is it, then, that an Amer- 
ican citizen and foreign graduate 
who passes it and obtains a med- 
ical license is denied reciprocity? 

The same State Board which 
requires it for eligibility denies 
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reciprocity to the doctor who 
passed it and has a medical license 
in another state with which it 
reciprocates. 

The ECFMG examination ap- 
pears to be an unfair imposition 
as long as it serves merely to 
procure a better labor force for 
American hospitals. And if it is 
this way, let’s say that. 

I hope something about this 
subject can be published and 
maybe answered by Dr. D. F. 
Smiley. 

I am American. I am a for- 
eign graduate. I passed the above 
examination and then a state 
board; but I am now denied re- 
ciprocity, and thus I cannot ob- 
tain positions in states in which 
I have good opportunities. 
Name withheld at writer’s request 
Kansas City, Missouri 

—Continued on page 40 
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| meg. Tablets 


STELAZI NE* 


"brand of trifluoperazine 


For b.i.d. administration 


A.S 
FOR ANXIETY— varie 
and § 
PARTICULARLY WHEN EXPRESSED AS APATHY, finan 
LISTLESSNESS AND EMOTIONAL FATIGUE ws 
from 
way 
‘ the fi 
often effective where other agents fail with 
* if des 
enthusiastic patient acceptance 
MAIL 
* for 
fast therapeutic response with very low oral doses a 
convenient b.i.d. administration an 
* 

side effects usually slight and transitory 

as 


Clinically evaluated, before introduction, in over 12,000 patients 14 full 


. 
1831 


with SS OF TERMS TAILORED TO KETBOOK AND PURPOSE 


A. 8. Aloe Company’s 
variety of financing plans, 
and 99 years experience in 
financing young physicians 
make it easy to have that 
office equipped RIGHT 
from the start... the 

way you want it, with 

the finest equipment, 
without a down payment, 
if desired. 


MAIL COUPON NOW... 

for complete details on the 
various financing plans that 

fit the payments to your 
buying preferences, information 
regarding our General Catalog, 
and a helpful article on 
equipment needs. 


a. s. aloe company 
1831 Olive St., St. Louis 3, Missouri 
14 fully-stocked divisions coast-to-coast 
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A.S. Aloe Company R 
1831 Olive Street 
St. Lovis 3, Missouri 


| would like to receive details on (1) your fin plan; 
(2) information regarding your General Catalogs ond 
your article, “What Will | Need To Set Up Practice?” 


| plan to enter practice in 


(Year) 
Name 
Title. 
Addr: 
City Zone State 
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Practice, Anyone? 


I am in a dilemma. I am calling 
on you for help in a matter which 
I think is important and I hope 
that you will agree. 

I have advertised in the classi- 
fied section of our regional med- 
ical journal, and my ad was en- 
gulfed by those offering more 
lucrative positions. The wording 
of these ads made it obvious to 
me that those applying would be 
unsuitable for what is available 
here. I now turn to you — and 
present this problem in a some- 
what unorthodox manner. How- 
ever, there must be another indi- 
vidual among the vast training 
force seeking the same satisfac- 
tions that my wife and I were 
seeking during my general prac- 
tice residency three years ago. 

We wanted to find a rural gen- 
eral practice in which we could 
be happy serving a community 
which truly needed medical atten- 
tion. After slightly more than two 
years we feel we have been suc- 
cessful in our quest. 

The practice is located in a 
small southern New Hampshire 
town, 13 miles from the largest 
city in the state with its excellent 
hospital and consulting physi- 
cians, and less than two hours 
from Boston, with its unsurpassed 


facilities for one day a week 
continuing postgraduate medical 
education. 

The practice is demanding: A 
12-17 mile area radius includes 
some 12,000-14,000 population 
among 10 towns, the practices of 
five excellent physicians and sur- 
geons, none of whom are closer 
to forty than fifty years of age. 

The physician and his family 
who would be interested in shar- 
ing the practice would be one 
whose chief fear in life is the 
boredom and complacency and 
chronic insincerity of conven- 
tional “country club life.” 

Our gross is more than twice 
what I had anticipated at this 
stage of the game. Our collection 
rate is 93% (we just now have 
gotten statements into the mail 
for the first time this year.) We 
have two full time and two part 
time aides in the office. We do 
x-ray, EKG, an expanding lab to 
do screening chemistries — and 
two Dalmatians to add to the 
general confusion. This, plus a 
burning desire to find someone 
who feels as we do, in order that 
we may offer the increasing num- 
ber of patients the same ‘family 
physician’ medical care we be- 
lieve in. I do no surgery that 
cannot be done in the office; con- 
sultants are called in to the extent 

—Continued on page 46 
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EVEN IN “SEEMINGLY HOPELESS CASES” 


INVOLVING “HOSPITAL STAPH”... 


would appear, therefore, that from, 
limited experience with 17 desper- 
y ill patients, parenteral novobiocin 
bamycin] is therapeutically effective 
offers a reasonable expectation of a 
rrable response even in seemingly 
eless cases.” 


M. W.: Am. J. M. Se. 236 :330 (Sept.) 1958. 


iphylococcal sepsis, particularly as it 
ears within the hospital environment, 
itinues to represent a serious and dif_- 
t therapeutic problem. . . . It would 
pear that novobiocin [Albamycin], 


* TRADEMARK, REG. U. S. PAT. OFF.—THE UPJOHN BRAND OF 
CRYSTALLINE NOVOBIOCIN SODIUM 
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ALBAMYCIN 


like other broad-spectrum antimicrobial 
agents, will be of clinical value in a cer- 
tain number of staphylococcal infections.” 
Colville, J. M.; Gale, H. H.; Cox, F., and Quinn, 
E. L.: Antibiotics Annual 1957-1958, p. 920. 

The use of Albamycin has not been ac- 
companied by systemic toxicity —renal, 
hepatic, or hematopoietic. Side effects 
(such as skin rash) have been minor in 
nature, and those that do occur are easily 
managed.!-3 


1. Garry, M. W., op. cit. 2. Editorial, New England 
J. Me 261 :152 (July 16) 1959. 3. Nunn, D. B., and 
Parker, E. F.: Am, Surgeon 24:361 (May) 1958. 


The Upjohn Company [Upjohn | 
Kalamazoo, Michigan 
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—Continued from page 40 


that an internist and obstetrician 
cover for me when I am in Bos- 
ton for classes and also when we 
try to take a day off. 

Our physical and mental sta- 
mina have been challenged by the 
rate of growth of the practice. I 
realize that there are times when 
a short cut is attempted in obtain- 
ing a history on apparently func- 
tional patients. I thank God a 
pelvic was done the other night 
on a 34-year-old-women who 
came in complaining of nervous- 
ness, and turned out to have a 


pressure and 


grade 3 squamous cell carcinoma 
of the cervix. 

If there is another young phy- 
sician—with family or not—who 
will tolerate the life we lead and 
who could derive satisfaction 
from the somewhat selfish motive 
of knowing they are giving the 
people in the area the benefit of 
more scientific, more thorough 
therapeutic and preventive med- 


ical care than the general popula- 
tion has ever known — then, 


please let them get in touch so 
that we may have them visit our 
area and let them see for them- 

—Concluded on page 50 


quieting...calming 


BUTISERPINE’ 


..-has a gently controlling effect on blood 


tension, without unpleasant 


side effects. 

...@ conservative, safe amount of reser- 
pine (0.1 mg. per tablet or teaspoonful) 
combined with 15 mg. BUTISOL Soprum® 
butabarbital sodium. 


Tablets, Elixir, 
Prestabs® Butiserpine R-A 
(Repeat Action Tabiets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. _ 


Traffic: jammed 
Car: stalled 
Temper: mild 
Uicer: quiet 


Here’s a man whose ulcer once would have 
protested strongly—not just at traffic prob- 
lems—but at the entire gamut of stress to 
which modern man is subjected. 

His physician, aware that sh. patient as well as 
the ulcer must be treated, has prescribed 
ALuDROX SA. 


eases tension - promotes healing 
relieves pain ¢« reduces acid secretion 
inhibits gastric motility 


ALUDROX 


Hydroxide, Ambutoniu: and barbital, Wyeth 


Philadelphia 1, Pa 
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selves if this is not the manner in 

which to best invest their talents. 
Thomas G. Abell, M.D. 

Raymond, 

New Hampshire 


Chief Resident Series 


Interns and residents should 
be very happy to receive a med- 
ical magazine such as Resident 
Physician . . . 

The regular monthly features 
Mediquiz, Viewbox Diagnosis, 
Letters to the Editor, Leads and 
Needs, have always been of great 
interest. . . . But the main reason 
for my letter is to congratulate 
you on the originality and inter- 
est of the article, “Chief Resident 
Symposium.” It created such 
interest among interns, residents, 
and even the attending and di- 
recting staffs that perhaps all of 
them would appreciate very much 
if these articles were extended to 
include other leading teaching 
centers and other departments 
such as internal medicine, pedia- 
trics, obstetrics, pathology, radi- 
ology, etc. 

Elio F. Vieira, M.D. 
Chief Resident, Radiology 
Metropolitan Hospital 
New York Medical College- 
Metropolitan Medical Center 
New York City, New York 


¢ Four specialty services are 
included in our current series: 
internal medicine, surgery, pedia- 
trics and Ob-Gyn. 


Swedish Medicine 


Would the Resident Physician 
be interested in an article or 
series of articles on Swedish 
medicine, training and the med- 
ical-social welfare system? 

I am an American, graduate of 
an American medical school, and 
am currently taking a residency 
in pediatrics at Karolinska Hos- 
pital in Stockholm. 

George Contis, M.D. 
Sundbyberg, Sweden 

¢ We would appreciate hav- 
ing an opportunity to see your 
article. At present we are compil- 
ing a series of brief profiles of the 
medical systems in various for- 
eign countries and plan to begin 
publishing these soon. 


Reading 


I enjoyed very much the 
article by Amos R. Koontz, M.D. 
entitled “Reading for Young 
Doctors” which appeared in the 
September issue of Resident 
Physician. 

I would very much like a re- 
print of this article. Enclosed 
find 15c. 

Roger D. Manstra, M.D. 
Grand Rapids, Michigan 
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A Look at the Future? 


Over a dateline of September 20th, the New York Times 

carried the following headline: , 
“UNIONS IN CITY PLAN CHAIN OF 
HOSPITALS OF THEIR OWN.” 
The article went on to say that “Labor in New York has set 
up formal machinery to consider building its own hospital 
chain and operating its own medical system in competition 
with Blue Cross and Blue Shield.” 

Why do this? Because it is the belief of many union 
leaders that their members “pay too much for too little 
service” from Blue Cross and Blue Shield programs. Also, 
to quote from the Times, the statement of the president of 
the New York City Central Labor Council, “We have 
sweatshop health standards in hospitals.” This is an inter- 
esting’ and probably intentional distortion of the English 
language, because the health standards are extremely high 
in hospitals in New York City. Everybody agrees that wages 
should be higher, but then the non-professional employees 
in these hospitals rarely sweat from work. At least this is 
true in a number of hospitals with which your Editor is 
familiar. The statement goes on to say “They (the hospitals) 
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make no accounting to the public. Yet we are confronted 
with skyrocketing costs that must be paid out of our welfare 
funds” (largely contributed by management). “Blue Cross 
has gone through the motions of providing community repre- 
sentations on its board, but it is a farce. Labor is out-voted 
5 to 1. The program is under the control of big business and 
the hospital administrators. We intend to develop a program 
which will benefit all people in the city.” 

After this blast, the president of the Greater New York 
Hospital Association was quoted in the Times relative to 
Labor’s proposal to build a hospital chain as follows: “All 
I can say is ‘Welcome to the Deficit Club.’” This remark 
makes it clear that he is unfamiliar with or not thinking of 
the way unions finance their health schemes. The owners 
carry the load. 

What’s back of all this? A number of complaints, not 
only from Labor but also from many non-union subscribers 
to Blue Cross programs. Blue Cross rates have skyrocketed 
in the last decade. It is well known that the increases in 
rates have been approved by the state insurance commis- 
sioner because hospital costs have risen. On this point there 
is room for an argument. Blue Cross has acted solely as a 
fiscal agent, paying out to well run and poorly run hospitals 
alike. Many of its subscribers believe Blue Cross should 
use its great influence to bring about better business prac- 
tices in its member hospitals in an effort to bring down or 
stabilize costs. Labor has a valid complaint here. 

The statement that hospitals do not make accountings to 
the public is pure union nonsense. As voluntary hospitals 
are constantly appealing to the public for money, their fund 
raising committees are continually putting out elaborate 
financial statements in their appeal brochures. 

The complaint that unions are not represented propor- 
tionately on the Board of Blue Cross and Blue Shield de- 
serves caseful consideration. According to the most recent 
figures (New York Times, September 27, 1959) Blue Cross 
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has slightly over seven million subscribers. Labor says that 
about one million of these subscribers are union members 
or their dependents. The president of the Teamsters Joint 
Council No. 16 states in a letter to the New York Times of 
September 29, 1959, “Our local unions have collective bar- 
gaining agreements with employers providing hospitalization 
insurance and other benefits for more than 250,000 em- 
ployees and their dependents in Greater New York. A siz- 
able proportion of these covered members and their families 
are insured in Blue Cross.” Hence, its complaint about 
being in a five to one minority on the Board is another 
distortion. Union members and their dependents make up 
one-seventh of the membership. Their representation should 
be one in seven, not one in five. But as usual, nothing will 
probably satisfy Labor but outright control. 

There is little doubt as far as the New York scene is 
concerned that the hospital strikes of last spring have had 
some influence in Labor’s decision to study setting up its 
own hospitals. Labor has consistently insisted that wages 
could be raised without costs of operation (and hence Blue 
Cross rates) going up proportionately. This has been a bone 
of continuing contention. What Labor has not suggested is 
putting a deductible clause, say of seventy-five or one 
hundred dollars, in each Blue Cross contract to prevent both 
patients and doctors from misusing Blue Cross for diagnostic 
work-ups, when hospitalization is not necessary from the 
point of view of the immediate health of the patient. The 
abuse of Blue Cross coverage for paying for diagnostic sur- 
veys must be eliminated. 

And finally, as was mentioned earlier, all must understand 
that unions just don’t join “Deficit Clubs” as stated by the 
president of the Greater New York Hospital Association. 
When costs go up the union just increases the bite on the 
employer at the next contract period. As a rule the increased 
costs are passed on to the consumer. Unions do not have 
deficits. 
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Well this is the situation in New York today, and what is 
being talked about there is being discussed all over this 
country. So, Doctor, you may be working for a union long 
before you had ever expected to! The other alternative? Just 
as bad! The supersedure of Blue Cross by compulsory 
National Health Insurance partially financed and completely 
managed by the Federal Government! This has already 
happened in most of the Canadian provinces. 


NATIONAL FOUNDATION FELLOWSHIPS 


Fellowships of $4500 a year for clinical study in arthritis 
and related diseases are available to physicians interested in 
rheumatic diseases and who intend to apply their knowledge 
of these diseases to clinical service, teaching, or research. 
The National Foundation announced that only physicians 
licensed or eligible for licensure in the United States and 
who have had at least two years of specialty training accept- 
able to the appropriate American Board (or equivalent 
training) are eligible. All applicants must be citizens of the 
United States. 

The candidate should propose a program of full. time study 
in a hospital—preferably university-affiliated—which offers 
a well developed program in arthritis and ‘related diseases. 
The major portion of his time should be spent in clinical 
service, but a small amount may be devoted to research and 
teaching. Financial support for the Fellow is $4500 a year 
with $540 allowed annually for each dependent. 

Applications must be received by February I for consid- 
eration May 1, 1960; August 1 for consideration November 
1, 1960, and November I for. February 1, 1961. 
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Why I Chose 


Academic Medicine 


Each house staff officer must decide 
which of the many medical roads he 


will travel. A 


resident-turned-teacher 


tells how he made the choice and why. 


James A. Knight, B.D., M.D. 


he responsibility of the physi- 
cian to teach his art was first set 
forth in the fifth century B. C. 
in the oath of Hippocrates. For 
almost twenty-five centuries this 
oath has been the credo of the 
medical profession. It specifies 
the relationships of teacher and 
medical student and binds the 
physician to teach the art of med- 
icine in the following words: 

according to my ability 
and judgment, I will keep this 
Oath and this stipulation — to 
reckon him who taught me this 
Art equally dear to me as my 
parents, to share my substance 
with him, and relieve his necessi- 
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ties if required; to look upon his 
offspring in the same footing as 
my own brothers, and to teach 
them this art, if they shall wish 
to learn it, without fee or stipu- 
lation; and that by precept, lec- 
ture, and every other mode of 
instruction, I will impart a knowl- 
edge of the Art to my own sons, 
and those of my teachers, and to 
disciples bound by a stipulation 
and oath according to the law of 
medicine, but to none others.” 
At some stage in your training, 
you'll wrestle with the choice of 
private practice or an academic 
career. If you accept the student 
cliché, that the upper third of a 
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medical school class make the 
best teachers, the middle third 
the best practicing physicians, 
and the lower third the most 
money, then you can readily de- 
termine your particular category. 
But if you question that pat for- 
mula, then you'll find your deci- 
sion complicated by conscious 
and unconscious motivation. 

My decision was as simple or 
as complicated as yours will be. 


Discovery 


I discovered that in a medical 
school setting the three functions 
of medicine—teaching, research, 
and practice—are blended. Since 
each faculty member is usually 
encouraged to participate in all 
three of these functions, there is 
variety in each day’s activity. 

Seeing one patient after 
another with emotional disorders 
for five to ten hours each day, as 
required by a private practice in 
psychiatry, would soon lose its 
challenge for me. As one psychia- 
trist-teacher told me: “In order 
for a psychiatrist to survive in the 
kind of isolation imposed by pri- 
vate psychiatric practice, he has 
to develop almost an omnipo- 
tence.” 

As a faculty member, one’s 
day may include a wide range of 
activity including lecturing, su- 
pervision, seeing patients, and 
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laboratory or scholarly research. 

In choosing faculty members, 
selection committees place great 
emphasis upon ability and inter- 
est in research. (Possibly too 
much emphasis is placed upon 
this single requirement.) There 
are several reasons for this, 
among them the availability of 
research grants which form a sub- 
stantial part of the medical school 
budget. Another is the often ne- 
glected responsibility of faculty 
members to produce as well as 
distribute knowledge. 

Research is, however, a broad- 
based concept and implies much 
more than investigative work in 
the laboratory. The development 
of new ideas, techniques, and 
approaches growing out of clin- 
ical work, is an opportunity every 
clinician has. Also the combina- 
tion of his clinical experience 
with scholarly research in the 
library can form the basis of use- 
ful contributions to medical 
knowledge. 


Clinical training 


Mastery of the clinical subjects 
and ability to teach are also con- 
sidered in the selection of per- 
sonnel, and attention paid to the 
preparation of medical teachers 
in the art of teaching. 

Wherever emphases may be 
placed, the full-time clinician is 
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indispensable in medical educa- 
tion. A student may acquire 
large amounts of information 
from lectures and books and 
memorize the technique of its 
application, but this is not enough 
to make a physician. 

The medical student needs the 
guidance and supervision of a 
clinician who helps him to prac- 
tice and to understand diagnosis, 
treatment, and prevention of dis- 
ease and to comprehend the art 
of medicine and the doctor-pa- 
tient relationship. I am looking 
forward to learning in all these 
respects and to giving my students 
insight into my learnings. 


Success 


If one feels the importance of 
such work he should be able to 
carve a niche for himself in an 


academic setting. Also, he 
should derive comfort from these 
words spoken by Sir William Os- 
ler in 1911, at the opening of 
the new Pathological Institute of 
the Royal Infirmary in Glasgow: 

“In the hurly-burly of today, 
when the competition is so keen, 
and there are so many seeking 
the bubble reputation at the eye- 
piece and the test-tube, it is well 
for young men to remember that 
no bubble is so iridescent or 
floats longer than that blown by 
the successful teacher. A man 
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who is not fond of students and 
who does not suffer their foibles 
gladly, misses the greatest zest in 
life; and the teacher who wraps 
himself in the cloak of his re- 
searches, and lives apart from the 
bright spirits of the coming gen- 
eration, is very apt to find his 
garment the shirt of Nessus.” 

Prior to this, he spoke these 
memorable words in his farewell 
address to the Johns Hopkins 
University in 1905: 

“I desire no other epitaph .. . 
than the statement that I taught 
medical students in the wards, as 
I regard this as by far the most 
useful and important work I have 
been called upon to do.”* 

It is almost unbelievable that 
William Osler was the first teacher 
to introduce bedside teaching for 
students and to develop clinical 
clerkships.* 


Schedule 


The academic career enables 
one to live a more regularly 
ordered life than does private 
practice. This is of little conse- 
quence to many physicians but to 
others it is exceedingly important 
for peace of mind, and even sur- 
vival. Demands from the public 
are often less, and these can be 
partly controlled. In fact, they 
must be controlled if scheduled 
teaching and investigative work 
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are pursued. Yet academic life 
with demands from teaching, re- 
search, and administration can 
become so hectic that private 
practice may offer a slower pace. 

A psychiatrist in a medical 
school setting has an excellent 
opportunity to work with the pre- 
ventive aspects of psychiatry. 
One way he does this is through 
the medical student, in teaching 
and also treatment, if the oppor- 
tunity arises. Emotionally healthy 
medical graduates with a clear 
concept of what constitutes men- 
tal health will multiply the posi- 
tive influence of their psychiatric 
teacher many fold. 

Also participation by the fac- 
ulty member in many phases of 
mental hygiene planning is en- 
couraged and needed. Through 
the processes of education one 
generation advances a little be- 
yond its predecessor. It is part of 
the university medical center’s 
task to translate the product of 
the contributors to man’s knowl- 
edge of man into the ways of life 


Graduating from Vanderbilt 
Medical School in 1952, the author interned 
and took a three year residency in psychiatry 
at Charity Hospital of Louisiana at New 
Orleans, Tulane Service. He is currently 
Assistant Professor of Psychiatry, Baylor 
University College of Medicine, 
Medical Center, Houston, Texas. 


of the multitudes who often lack 
a conscious belief in the practical 
helpfulness of advancing science. 


Modern insight 


Emotional illness often crip- 
ples permanently. Since many dis- 
orders can be modified or their 
appearance delayed, it is a trag- 
edy not to make available to the 
public the meaningful insights of 
modern day psychiatry. The uni- 
versity medical center seeks to 
implement the dissemination of 
such knowledge and its utiliza- 
tion by those many people whose 
interest in problems of mental 
health is still dormant and whose 
belief in the efficacy of recent 
developments are slim or non- 
existent. 

The academic environment is 
stimulating for anyone who has a 
need to be in the forefront of 
medical advances. Here it is eas- 
ier, but by no means effortless, 
to learn of new approaches and 
even to be a part of some of 
these. Often the isolation and 
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consuming demands of private 
practice interfere with study and 
attendance at conferences and re- 
fresher courses. 


Teacher 


The role of teacher is the phase 
of academic medicine which 
offers me the greatest challenge. 
In my youth the three profes- 
sional people demanding the 
greatest respect and admiration 
from my peers and myself were 
the teacher, the minister and the 
physician. Many of us incorpo- 
rated these heroes as part of our 
ego-ideal. Such an influence or 
identification is manifesting itself 
today in my effort to combine the 
activities of these three profes- 
sions. 

I have a theological degree and 
served as a navy chaplain during 
World War II. While counseling 
patients and shipmates aboard a 
hospital ship in the Pacific, I 
realized the need for more thor- 
ough training in understanding 
human behavior, especially the 
unconscious determinants. Plans 
began to take shape then for the 
study of medicine and later spe- 
cialization in psychiatry. Baylor 
University College of Medicine is 
a favorable setting for my com- 
bined interest in both of these 
disciplines because of its own 
concern for religious values and 
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also because next door to it is the 
Institute of Religion where hos- 
pital chaplains are trained. I want 
to examine the inter-relationships, 
values, and concerns of psychia- 
try and religion and see how the 
distinctions have been sources of 
creative tension, cooperation, and 
conflict among ministers and 
physicians. 


My emphasis upon academic 
medicine in this article is not to 
be construed as a depreciation 
of private practice. The great 
burden carried by the private 
practitioner in the healing and 
prevention of disease earns for 
him a place of solid acceptance 
and appreciation in the com- 
munity where he labors. 

Also, the practitioner may 
stress some of the disadvantages 
of an academic career. Chief 
among these is that the financial 
rewards are less than those that 
may be had in private practice.* 
He may challenge the emphasis 
on writing, “publications would 
not be burdened with worthless 
articles if every physician was 
urged to hold his pen until he 
could keep silent no longer.” 

As for research, rarely is an 
investigator productive all of his 
life. As had been said jokingly, 
but with more than an element 
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of truth, the researcher in the first 
trimester of his career makes a 
useful discovery. Then in the 
second trimester he raises funds 
to build a new laboratory. In 
the final trimester of his career 
he spends his time showing prom- 
inent visitors his new and well- 
equipped laboratory. 

Thus, in private practice one 
would presumably be productive 
longer, being stimulated by the 
demands of his patients. 

Those who remain in academic 
settings have been accused of not 
being able to cut the umbilical 
cord. 


Ideals 


I believe that ideals and spir- 
itual values form the foundation 
of the vocation of medicine. The 
physician has a mission or calling 
with a core that tends toward the 
sacred, that even may be sacred. 
It is the misfortune of our med- 
ical profession that this very core 
may have been lost in the “mate- 
rialism” of our era. I am free in 
this academic community ‘to do 
my teaching in such a way that 
students can comprehend the full 
measure of the vocation of heal- 
ing. I don’t want to be anywhere 
else as long as such an oppor- 
tunity exists here. 

Since I have used such words 
as vocation, mission, and calling, 


I would like to discuss my con- 
cept of vocation. Vocation im- 
plies a call. The question imme- 
diately asked is—called to what 
and by whom? The call is from 
God and it is a call to life. The 
concept of divine vocation has 
practically disappeared from 
present-day thinking. 


Divine vocation 


Life cannot rightly be broken 
into segments, and certain experi- 
ences called secular and others 
religious. Religion can and 
should pervade all of life, for it 
is a devotion to the whole of life. 
If religion is thought of in terms 
of divine vocation, all life falls 
into a different perspective. To 
think in this manner is to conceive 
of religion as the calling forth of 
all of man’s capacities and skills 
into worship and work for the 
common good of all, by a power 
greater than himself or the world 
in which he lives. 

The monastic ideal of the me- 
dieval Church held up the lives 
of celibate clergy and the religi- 
ous as more pleasing to God than 
the lives of the common people 
engaged in doing the ordinary 
work of the world. Certain medie- 
val preachers and mystics, how- 
ever, applied to these common 
pursuits an impressive term 
Vocatio Dei, that meant “divine 
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| calling.” Luther and Calvin fol- 


iowed and overpassed the lead of 
these preachers and mystics. The 
reformers declared that what -a 
man can do with his hands and 
brain is not within itself pleasing 
to God, but that all God requires 
of any man—faith and obedience 
—can be shown by each person 
in that place to which the divine 
will has assigned him. Luther, 
Calvin, and their like-minded 
contemporaries set the example 
for a genuinely new estimate of 
everyday life and toil. It was a 
fresh approach toward reasser- 
tion of the ancient premise that 
worship and ordinary work be- 
long together, that the adoration 


of God should be integral to 
everyday life. 

Scarcely could these ideas and 
ideals be more pungently ex- 
pressed than in a prayer written 
by St. Augustine in 354 A.D.: 
‘O Lord, our Saviour, who hast 
warned us that Thou wilt require 
much of those to whom much is 
given; Grant that we, whose lot 
is cast in so goodly a heritage, 
may strive together the more 
abundantly to extend to others 
what we so richly enjoy. And as 
we have entered into the labours 
of other men, so to labour, that, 
in turn, other men may enter into 
ours, to the fulfillment of Thy 
holy will.” 


Notes 


|. There are investigators who define 
rather rigidly what is meant by research, 
and distinguish sharply between such 
terms as true investigator, discoverer, 
rediscoverer, and developer. See Burch, 
George E.: On Research People. New 
He Grune and Stratton (1955), Pp. 

2. Quoted by Cushing, Harvey: The 
Life of Sir William Osler. Oxford, The 
Clarendon Press (1925), Vol. 2, Pp. 
295-296, 

3. Osler, William: Aequanimitas, ed. 3. 
Philadelphia, Blakiston Company (1932), 


P. 390. 

4. Robinson, G. Canby: Adventures in 
Medical Education. A Personal Narrative 
of the Great Advance of American Med- 
icine. Harvard University Press (1957), 
Pp. 38, 49-50, 316. 

5. The problem on income for teachers 
is far from being a recent one. A leading 
citizen of ancient Rome deprecated the 
fact that actors and gladiators were paid 
much more than teachers. (Psychiatry 
and Medical Education. Washington, 
American Psychiatric Association (1952), 
P. 34.) 
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Are Residents Doing 


Ghost 


uate education is the opportunity given the 
resident to obtain practical experience in caring 
for hospital patients. 

In fact, the most important reason for taking 
_ residency training, generally at no small invest- 
ment of time and dollars, is to learn more by 
doing more—while backstopped by an inter- 
ested, capable, and available attending staff. 

Says one medical educator: “When given 
responsibility for work-up, diagnosis, ordering 
tests, choice of therapy, operations and follow- 
‘ up, the resident advances rapidly. He develops 
judgment, and with it, confidence. Eventually 
he may attain board certification of his ability 
—not simply knowledge—in his special field.” 

Yet, as a hospital’s service patient load de- 
clines, where will the resident get “his” 
patients? 

The answer, according to many medical 
educators, must be found in the private or 
semiprivate cases. 

Does this mean ghost surgery? One surgical 
chief put it this way. “So-called ‘ghost surgery’ 
does undoubtedly occur in rare situations. The 
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Surgery? i 


private surgeon ‘forgets’ to ™ 
inform the patient that the 
chief will be the operator. But 
this does not happen in a good 
teaching hospital. First of all, 
if a patient is notified that the 
resident will be directed in the 
surgery by the private surgeon, 
there is seldom a problem. 
The odd thing is, though the private surgeon 
may have absolute confidence in the resi- 
dent’s ability, he still hesitates to tell his 
patient that the resident will be the oper- 
ator.” 

What then is the actual situation in surgery 
today? What is the resident’s share of re- 
sponsibility in surgery when private patients 
are involved? 

It depends. Many variables are involved. 
“In a majority of instances,” according to 
one professor of surgery, “the attitude of 
the individual private physician is the de- 
ciding factor.” 

There’s general agreement, however, that 
the resident’s opportunity to direct the care 
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A squeeze play is on and 
some residency programs 
are caught squarely in the 
middle. Many hospitals are 
finding it tough to get enough 
service cases. Reasons? 
Soaring personal incomes 
and a boom in medical care 
plans are gradually thinning 
the ranks of the medically in- 
digent, traditional ward serv- 
ice patient pool. 


of, or perform surgery on pri- 
vate patients is minor compared 
to his opportunities with service 
cases. 

This is, or was a perfectly logi- 
cal arrangement. With enough 
service cases around for teaching 
purposes, there was no pressing 
need for attending staff members 
to put their patients in service 
beds to further the resident’s edu- 
cation. The resident would, on 
orders, work-up a private patient 
for the attending—or take over 
any portion of patient responsi- 
bility advanced him by the at- 
tending. The attending physician 
would continue to advise and rec- 
ommend to the resident concern- 
ing his patients. 

However, the expansion of 
medical care plans for the pre- 
payment of medical and surgical 
bills continues at a dizzy pace. 


Coverage includes union plans 
and fraternal groups; profit and 
nonprofit. While plans for groups 
and for individuals are adding 
new thousands, Congress is ex- 
pected to consider “catastrophic 
illness” reinsurance legislation in 
an early session. 

Currently, the percentage of 
patients able to pay part or all 
their medical costs, increases 
month by month. 


Become private patients 


All this simply means that 
many patients who previously 
would have entered hospitals on 
a service basis, today are cov- 
ered by some form of medical 
care insurance. When ill, they 
seek out a private physician who 
admits them to the hospital. They 
become private patients. The 
surgical resident is being forced 
out of the picture. Or is he? 


Changing situation 


There’s some indication that 
the situation is changing. In 
many hospitals the attending is 
being asked to share with the 
resident more responsibility in 
private patient care, utilizing the 
private patient for the purpose of 
training the resident. 

Some attendings refuse to go 
along. In certain hospitals, the 
dissenting attendings are upheld 
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cian 


by the hospital’s administration. 
In others, the attending may be 


viewed as “non-cooperative.” 
Action may or may not be taken. 

The resident, if he finds the 
situation intolerable, may finish 
out his year and move on to an- 
other institution. That’s no solu- 
tion for residents in general. 

Many hospitals, alert to the di- 
lution of resident responsibility 
and the resulting loss of value to 
the resident of his hospital edu- 
cation, have already taken meas- 
ures to preserve the quality of 
their teaching programs. These 
hospitals are convinced that ac- 
tive resident participation im- 
proves patient care. The hospi- 
tals want to attract capable resi- 
dents. 
One program 

Some are, by degrees, pattern- 
ing their programs after the plan 
of the University of Chicago 
Clinics. The Clinics, depending 
entirely upon private patients for 
budgetary needs, consider all pa- 
tients as teaching patients. Dr. 
Lowell T. Coggeshall, Chairman 
of the Department of Medicine 
and Dean of the School Bio- 
logical Sciences at the University 
of Chicago, described the plan in 
a symposium on graduate medical 
education in the Journal of Medi- 
cal Education.* 
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. . . from the outset, every 
patient admitted to the clinics was 
utilized for teaching purposes and 
today is so informed on admis- 
sion,” Dr. Coggeshall reported. 

Since the hospital is not 
equipped with large wards and 
there is “relatively little difference 
in accommodations,” the resident 
and attending staff rarely knows 
“which patient is charity and 
which is full pay,” according to 
Dr. Coggeshall. He reports 
further: 

“After almost three decades of 
experience, neither the admini- 
stration nor the staff would wish 
it changed, and we look upon the 
original necessity for using the 
paying patient for teaching pur- 
poses as a fortunate incident 
rather than a handicap.” 


Compromise 


How about a half-way meas- 
ure, a compromise plan which 
would permit the chief of each 
service to choose the patients the 
resident would be allowed to care 
for and those whom he should 
not? Actually, this plan, with 
modifications, is in effect today 
in a number of voluntary hospi- 
tals. Its drawback, from the resi- 
dent’s point of view, is that too 


* Journal of Medical Education, May 
1955. 
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often the degree of responsibility 
shared by the resident is depen- 
dent upon the personality factors 
of the patient and of each private 
physician associated with the hos- 
pital. Many, of course, are con- 
scious of their obligation to co- 
operate with the resident’s train- 
ing: they cooperate to any extent 
consistent with their own respon- 
sibility to their patients. 

The desire on the part of pri- 
vate physicians to offer residents 
an “opportunity,” however, is not 
a universal one among all physi- 
cians in practice. Many feel, and 
with strong justification, that their 
own patients should be totally 
cared for by themselves. 

Obviously, a great divergence 
of opinion exists on this im- 
portant and pressing problem. 
Certainly some give and take ap- 
pears necessary if private patients 
are to fill the gap in ward service 
beds. The resident has already 
met some give, some take, and 
many different “attitudes” among 
private physicians concerning 
their patients. It might be inter- 
esting to detail a few outstanding 
examples. 


Decent 


CALL ME WHEN YOU’RE 
THROUGH The first attitude is 
that of the “real decent” (from 
the resident’s point of view) prac- 


ticing physician or attending. He 
introduces the resident to his pri- 
vate patient: “Mrs. Williams, may 
I present Dr. Jones. Dr. Jones is 
on the hospital staff and is 
specializing in gynecology. We 
work together quite closely here 
at the hospital. I would like you 
to consider him your own doc- 
tor, just as you do me. He will 
be in constant touch with me on 
your progress and I, of course, 
will be in to see you every day.” 

Often, this type of attending 
will then discuss—solely in the 
interests of rapport and for the 
psychological value to the patient 
— some incidental fact about 
Mrs. Williams’ condition. The 
resident will nod knowingly. Mrs. 
Williams will smile and feel well 
taken care of. Later, to the resi- 
dent alone, the attending might 
say. “Work this up. Check with 
me on any heavy cost item first. 
Otherwise go ahead as if she were 
your own patient. Call me when 
you’re through.” 

This type of practicing physi- 
cian has bridged the often deli- 
cate, patient-doctor relationship 
to permit the resident responsi- 
bility. 

LOOK BUT DON’T TOUCH! At 
the other extreme is the “blood 
and scut” attending who seems 
to expect all infusions, bloods and 
charts to be done immediately or 
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about fifteen minutes before he 
orders them. But he will blow 
his top if the patient gets so 
much as an aspirin without his 
say so. His written order may be 
a brief: “no pelvic or rectal by 
house staff.” 


Attitude 


LETS TALK THIS OVER Be- 
tween these extremes can be 
found the majority of practicing 
physicians. The resident learns 
to play them by ear, to sense how 
much freedom and authority he 
might be given in each case. 

Before writing orders, this 
type of physician will usually sit 
down and discuss each step of 
the work-up or therapy with the 
resident. Usually he will consider 
(and often accept) suggestions 
offered by the resident. Even 
when the resident’s idea seems a 
bit far-fetched to this physician, 
if the cost is not excessive and 
the care of the patient not en- 
dangered, the attending, aware of 
his personal role in the education 
of the resident, will occasionally 
permit the resident to go ahead. 

And it is with this type of at- 
tending that the resident himself 
must be certain that his own at- 
titude is good. 

The smart guy, the surly, the 
generally non-cooperative resi- 
dent will hardly get an approv- 
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ing nod from the attending, much 
less any patients. As one attend- 
ing put it, “the resident who is 
obviously doing the hospital no 
favors but is in this thing to get 
all he can get, regardless of how 
he gets it, will, in the long run, 
get damn little.” 

Thus, the private patient as a 
teaching patient often comes nat- 
urally; but only after kindred at- 
titudes and a team idea of co- 
operation for the welfare of the 
patient has been established 
among the staff. 

One thing is obvious: patients, 
however they may be classed, 
must be available in all residency 


programs. 


Approval 

Unless the attending staff of 
a hospital in which ward patients 
are scarce shares responsibility 
with and delegates sufficient au- 
thority to the resident staff rela- 
tive to the care and treatment of 
their semi-private or private pa- 
tients, the quality of its program 
will deteriorate. The specialty 
boards involved may withdraw 
their approval of the training pro- 
gram. When this occurs, it fol- 
lows that the quality (and quan- 
tity) of the resident and intern 
staff will fall off rather sharply. 

And who would suffer most in 
this situation? Unfortunately, but 
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inevitably, the patient. 

The provision and continuance 
of top-flight medical care and 
treatment within our hospitals by 
practicing physicians and sur- 


geons can always be accom- 
plished more easily when they 
are assisted by hardworking, in- 
telligent and interested residents 
and interns. 
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sident Physician -MONTHLY FEATURE 


athological 


University of Michigan Medical Center 


This 16-month-old white fe- 
male infant had been well until 
the age of 6 weeks when she de- 
veloped frequent respiratory in- 
fections and a chronic cough. At 
3 months of age she began to 
have three to four loose, watery, 
foul smelling stools daily, which 
were greasy after ingestion of 
fatty foods. The cough became 
much worse at 5 months of age 
and was productive of a thick, 
yellow sputum. Breathing be- 
came labored. The child always 
had had a good appetite and had 
eaten ravenously when given 
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food. She had been seen at the 
University Hospital four times. 
Temperature was 100.6°; 
blood pressure, 90/65 mm Hg; 
pulse, 140/minute; respirations, 
35/minute and labored. The 
baby was malnourished, irritable, 
and mildly cyanotic. There was 
clubbing of the fingers. The neck 
veins were moderately distended. 
There were shotty axillary and 
inguinal lymph nodes. A mod- 
erate increase in the anteropos- 
terior diameter of the chest was 
noted. The diaphragm was low 
and showed poor excursion. The 
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The clinical pathological conference 
at the University of Michigan Medical 
School and Hospital is unusual in that 
most of the cases are presented by 
senior medical students and discussed 
by a clinician, pathologist and radi- 
ologist. Two cases are presented 
weekly for a 45-week period in each 
school year. So-called unknown cases 
are presented weekly at an additional 
pathological conference sponsored by 
the departments of internal medicine, 
pathology and radiology for the house 
staff and students. The following is a 
student presentation. Participants in- 
clude four students, a professor of 
pediatrics, an instructor in radiology, 
and a professor of pathology. 


baby was dyspneic, with most of 
the difficulty occurring during in- 
spiration. There was retraction 
of intercostal spaces with in- 
spiration. The lungs were hyper- 
resonant with harsh, crackling, 
inspiratory rales throughout both 
lung fields. The aortic second 
sound was louder than the pul- 
monic second sound. The ab- 
domen was protuberant and tym- 
panitic. The skin over the ab- 
domen showed a mild heat rash. 
The liver was palpable 6 cm be- 
low the right costal margin. 
Chest films demonstrated dif- 
fuse linear and nodular infiltra- 
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tions throughout both lung fields. 
There was marked emphysema. 
Striking enlargement of all car- 
diac chambers was noted. 
Urinalysis revealed one - plus 


albumin and one-plus sugar. 
Hemoglobin was 11.8 gm %. 
White blood cell count was 
14,800/cu mm with 49% poly- 
morphonuclear leukocytes. The 
white blood cell count rose to 
31,000/cu mm two days after ad- 
mission. Three stool examina- 
tions indicated a lack of trypsin 
activity. The chloride content of 
perspiration was 124 mg %. 
Electrocardiogram revealed right 
axis deviation. Culture of the 
nasopharynx revealed Pseudo- 
monas aeruginosa as the pre- 
dominant organism. Mantoux 


test O.T., 1:4000, was negative 


after 48 hours. 


Hospital course 

On admission the patient was 
placed in a croupette with oxy- 
gen. Albamycin and digitalis 
were given. She improved slightly 
on this regimen for the next few 
days. However, her heart rate re- 
mained rapid and the liver re- 
mained palpable 5 cm below the 
right costal margin. After find- 
ing Pseudomonas aeruginosa in 
the nasopharynx, polymyxin B 
was started intramuscularly. The 
patient gradually became more 
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cyanotic and lethargic. On the 
ninth hospital day she began to 


vomit. Respirations ceased at 
11:40 A.M. 


Summary 

In summary, we have a 16- 
month-old baby girl who at the 
age of 6 weeks first began to have 
evidence of respiratory infection. 
At 2 months of age she showed 
signs of gastrointestinal disturb- 
ances, with frequent bulky foul- 
smelling stools. Fourteen months 
later she succumbed with severe 
cardiorespiratory insufficiency. 
The final clinical diagnosis was 
fibrocystic disease of the pancreas, 
with severe bronchitis, pneu- 
monia, emphysema, and cor pul- 
monale. 
Dr. WATSON: I would like to 
ask one question of the previous 
discussant. Was there a family 
history of fibrocystic disease or 
anything otherwise significant in 
the patient’s family history? 
ANSWER: This was the only 
child. No family history of this 
or other similar diseases was 
elicited. 


Roentgenograms 

We have two examinations of 
the chest of this child, the first 
in June of this year. In a frontal 
examination, the chest appears 
to be somewhat over-distended. 


Dec. 1959, Vol. 5, No. 12 


The ribs are elevated and the in- 
tercostal spaces are prominent. 
There is parenchymal abnormal- 
ity in both upper lung fields. This 
appears as an ill-defined patchy 
granular infiltration. The lower 
lung fields appear to have an in- 
crease in radiolucency. 

The heart, on frontal projec- 
tion, is normal in contour and 
size. There is a slight increase in 
prominence of the mediastinal 
shadow on the right; however, 
this is within the limits of normal. 
There is a contour in the right 
hilar region that may represent a 
slightly enlarged lymph node. 
The lateral film at that time 
shows that the diaphragm is 
somewhat depressed and fiat- 
tened. The heart appears some- 
what increased in size in its 
anterior-posterior diameter and 
the parenchymal abnormality in 
the lung is again apparent. It was 
felt that this represented pneu- 
monitis, bilateral, of broncho- 
pneumonia type, with generalized 
emphysema. 

These changes were thought to 
be compatible with fibrocystic 
disease, particularly since an ex- 
amination in September showed 
persistence of the parenchymal 
abnormality in both upper lung 
fields. The abnormality increased 
in degree in the lower lobes. At 
this time, September, there is a 
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striking enlargement of the car- 
diac silhouette. It appears to be 
a generalized enlargement of the 
heart. No specific chamber en- 
largement is identified. 

Again, the diaphragm is de- 
pressed. On lateral view we see 
the abnormal markings. There is 
some increase in anterior- 
posterior diameter of the chest. 

The findings are typical of 
chronic pulmonary infection with 
emphysema, the enlarged heart 
suggesting failure. All of these 
changes are suggestive of those 
in advanced fibrocystic disease of 
the pancreas. 


Gross necropsy 


The body of this 16-month-old 
female infant was malnourished. 
It measured 78 cm in length and 
weighed 174% Ibs. The anterior- 
posterior diameter of the thorax 
was increased. Clubbing of the 
fingers and toes was noted. The 
subcutaneous panniculus was 
markedly reduced in amount, 
with that over the abdominal area 
being 3 mm in thickness and over 
the thoracic area 1 mm thick. 
The omentum was almost devoid 
of fat. The edge of the liver was 
4% cm below the xiphoid process 
and 2% cm below the right cos- 
tal margin. 

The leaves of the diaphragm 
were at the levels of the left 7th 
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and right 6th intercostal spaces. 
The cardiac apex was 6 cm to 
the left of the midsternal line, 
in the 7th intercostal space. 

The lungs were voluminous. 
Both pleural cavities were filled 
by the distended lung tissue. The 
lungs did not collapse when the 
chest was opened, and overlapped 
1 cm at the 2nd interspace an- 
teriorly when the sternum was 
removed. The left lung measured 
15x 11x 5 cm and weighed 100 
gm; the right lung, 14x 11x4 
cm and weighed 150 gm. The 
lungs were pale in color and 
spongy in consistency. The pos- 
terior portion of the right lower 
lobe was firm in consistency and 
mottled red in appearance. 

Upon sectioning the lungs, no 
edematous fluid was expressed, 
but an abundance of green, thick, 
tenacious material was noted. 
This material was present in 
bronchioles as well as in the 
larger air passages. The hilar 
lymph nodes were slightly en- 
larged. 

The heart was enlarged; it 
measured 8 x 6% x 4% cm and 
weighed 100 gm. The right ven- 
tricle was enlarged and consti- 
tuted almost the entire anterior 
surface of the heart when first 
viewed in the body. Upon open- 
ing the heart the right ventricle 
was enlarged, the musculature 
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was hypertrophic, and the right 
ventricular wall was 8 mm in 
thickness, while the wall of the 
left ventricle was only 5 mm 
thick. The large intestine, par- 
ticularly the transverse, descend- 
ing and sigmoid portions of the 
colon, had a thickened wall which 
on section appeared to be the re- 
sult of hypertrophy of the muscle. 

The pancreas was firm in con- 
sistency, but the size was not ma- 
terially reduced. The cut surface 
showed an increase in lobular de- 
marcation but was not strikingly 
changed grossly. The pancreas 
measured 8x2%x1'% cm and 
weighed 32 gm. The gallbladder 
was small and_ thick - walled. 
Thick, tenacious, sticky, almost 
colorless material was present in 
the lumen. Salivary glands were 
not dissected. The gross patho- 
logic diagnosis was essentially the 
same as the final clinico-patho- 
logic diagnosis given later. 


Microscopic findings 

The first section is from the 
trachea and esophagus. In the 
trachea we see an increase in 
prominence of the mucous glands. 
On the mucosal surface some of 
the glands exude thick tenacious 
mucin into the lumen of the 
trachea. There is some thicken- 
ing of the basement membrane of 
the mucosa. Inflammatory cellu- 


Dec. 1959, Vol. 5, No. 12 


lar infiltration is present in and 
around the mucous glands. Ac- 
tive chronic mucopurulent trache- 
itis. 

The second section is that of 
lung and the dilatation of bron- 
chioles is the striking feature. In 
the low-power projection areas of 
emphysema are noted. Around 
the bronchioles there is cellular 
infiltration and some congestion. 

Under a higher power, the 
bronchioles are filled with thick 
mucin and a cellular exudate. 
Surrounding the bronchioles in 
cellular infiltration, indicating 
chronic pneumonitis inasmuch as 
most of the cells are lymphocytes. 
Congestion and emphysema are 
again demonstrated. The third 
section is a frozen section of liver 
stained with fat dye. Around the 
central veins there is evidence in 
this preparation of degenerative 
fatty infiltration. This change is 
practically limited to the area of 
the central lobular portion of the 
liver. While this change is not a 
specific finding in this disease, it 
is probably the result of anoxemia 
associated with right ventricular 
cardiac failure and massive con- 
gestion of the central lobular 
areas of the liver. 

While minimal in this case, fo- 
cal fibrosis of portal trinities of 
the liver is seen in fibrocystic dis- 
ease of the pancreas. Focal bili- 
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ary fibrosis is associated with 
dilatation of small bile ducts and 
cellular infiltration in the trini- 
ties. In the section of gallbladder 
Aschoff-Rokitansky sinuses are 
striking, particularly in such a 
young individual. The sinuses 
contain thick tenacious mucin, 
supporting the contention of the 
abnormality of mucin in fibro- 
cystic disease or mucoviscidosis. 
Such changes are, in this case 
as in most examples of this con- 
dition, not limited to the epi- 
thelium of the pancreas. The sec- 
tion of small intestine shows 
swollen goblet cells which con- 
tain and are distended by mucin. 
The section of the skin shows 
prominent sweat glands. The sec- 
tion of pancreas contains abun- 
dant fibrous connective tissue. 
There is dilatation of ductules 
and acini and abundant thick 
tenacious mucin. The plugging 
of ductules by the thick mucin 
results in dilatation of the duc- 
tules and acini. Atrophy of 
acinar tissue results, as well as 
fibrosis. 


Correlation 


Fibrocystic disease of the pan- 
creas is a hereditary condition 
which uniformly has had a bad 
prognosis. It was first described 
in 1924 by Hadfield and Clarke 
in England, but did not reach 


clinical significance until 1938 
when Dorothy Andersen gave the 
classical description of 49 cases. 

A recent survey by di Sant’ 
Agnese indicated an incidence of 
2 cases of fibrocystic disease per 
1,000 live births. Of 379 cases, 
only two were Negroes. There 
has not been a substantiated case 
reported in a Mongolian. The 
disease is known to be familial 
and is thought to be inherited as 
a Mendelian recessive. 

In other words, only the ho- 
mozygous recessive can exhibit 
the disease, but heterozygous 
carriers may show subclinical 
manifestations, as has been dem- 
onstrated by laboratory studies. 
Similarly, there have been cases 
with generalized involvement of 
mucous glands noted at autopsy 
where there had been no preced- 
ing symptoms. It is estimated 
that 2 to 18 percent of the gen- 
eral population who carry the re- 
cessive gene of this disease do 
not show symptoms. 


Glands 


The basic defect is a gener- 
alized abnormality of the physio- 
chemistry of most, if not all, of 
the exocrine glands of the body. 
Although the glands themselves 
are not originally morphologic- 
ally involved, their secretions are 
altered, giving rise to secondary 
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changes which produce the symp- 
toms of the disease. Mucin-pro- 
ducing glands are the most strik- 
ingly involved. It is thought that 
the carbohydrate portion of the 
mucoprotein is altered, giving rise 
to an unusually sticky, tenacious 
material of low water solubility, 
which clings to the walls of the 
involved glands and ducts. 

So while the basic defect is the 
production of abnormal secretion, 
it is the intraluminal obstruction 
caused by these altered secretions 
which causes most of the clinical 
symptoms. The onset of clinical 
symptoms and the prognosis are 
determined by the location and 
extent of the obstructive pro- 
cesses. 

The major areas of involve- 
ment are the pancreas, liver, gas- 
trointestinal tract, lungs, and 
sweat glands. The severity of in- 
volvement of any one area varies 
from patient to patient. Why 
some children show primarily a 
pancreatic defect and why others 
show primarily pulmonary in- 
volvement is unknown. It is now 
assumed that the variety of re- 
sponse occurs as a varied expres- 
sion of the unknown basic defect, 
and the involvement of the dif- 
ferent areas occurs independently. 

In contrast to celiac disease, 
fibrocystic disease is usually 
manifested in the first few months 
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of life. In a study reported by 
Charles May, 63 percent of the 
patients showed symptoms at or 
shortly after birth, and 86 per- 
cent showed symptoms before 
the age of 3 months. Chronic 
fibrocystic disease accounted for 
virtually all pancreatic insuf- 
fiency in children, according to 
the di Sant’Agnese study reported 
earlier. Involvement of the pan- 
creatic ducts with obstruction 
gives rise to the symptoms which 
are classical in this disease. How- 
ever, it is now known that 10 
percent of the patients show no 
evidence of pancreatic involve- 
ment. 


Secretion retention 


Obstruction of the pancreatic 
ducts results in retention of pan- 
creatic secretions and cystic dila- 
tations of the ducts and acini with 
atrophy and fibrosis of the exo- 
crine portion of the gland, but 
without involvement of the islets 
of Langerhans. The symptoms 
arise because pancreatic lipase, 
amylase, and trypsin are pre- 
vented from entering the duo- 
denum, with a resultant decrease 
in digestion and absorption of 
proteins, fat, and complex carbo- 
hydrates. As a result, fats, pro- 
teins, carbohydrates, and fat- 
soluble vitamins may not be 
utilized; as much as 50 percent 
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of the protein may pass un- 
digested through the gastrointes- 
tinal tract and be lost in stools, 
which become mushy, bulky, 
greasy, and foul-smelling. 

It is necessary to emphasize 
the word bulky because with 
proper regulation of diet and low 
fat intake the stools may not be 
frothy or mushy. In other words, 
the examination of one stool may 
appear normal, although the total 
daily output may be massive. As 
a result of the decreased absorp- 
tion of fats, proteins, and carbo- 
hydrates, the symptoms of pan- 
creatic involvement are profound 
malnutrition, avitaminosis, and 
retardation of growth and devel- 
opment. 

Vitamin A deficiency gives rise 
to xerophthalmia and hyperkera- 
tosis. Vitamin D deficiency re- 
sults in rickets. Originally it was 
thought that rickets was very 
common in this condition; how- 
ever, the di Sant’ Agnese study 
showed that rickets rarely occurs 
in this disease. Vitamin K de- 
ficiency may result with a de- 
crease in prothrombin levels and 
a bleeding tendency. 

The children develop ravenous 
appetites as a compensatory 
mechanism. This may be the 
chief complaint when the parents 
consult a physician with such 
children. If the diet is restricted 


or an intercurrent infection causes 
a decrease in appetite, profound 
malnutrition may result. Thus, 
the most important symptoms of 
pancreatic involvement are: ab- 
normal stools, malnutrition, re- 
tardation of growth and develop- 
ment, and excess appetite. 


Obstruction 


It recently has been shown 
that necropsies on many of these 
patients show areas of biliary ob- 
struction with focal biliary fibro- 
sis, due to obstruction of the 
radicles of the biliary tree by 
inspissated mucin. In most in- 
stances the change is not severe 
enough to produce symptoms. 
However, in about 2 percent of 
the cases there is progression of 
the obstruction to fibrosis and 
development of multilobular bili- 
ary cirrhosis. 

With resultant portal hyperten- 
sion there are hepatosplen- 
omegaly, hypersplenism, bleeding 
tendencies due to inadequate 
platelets and esophageal varices, 
ascites, and abnormal liver func- 
tion tests. Icterus is usually ab- 
sent or minimal. Multilobular 
biliary cirrhosis is said to account 
for one third of the examples of 
portal hypertension seen in child- 
hood. 

Ten to 15 percent of children 
with fibrocystic disease of the 
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pancreas present with meconium 
ileus and obstruction of the small 
intestine at or shortly after birth. 
There are two possible explana- 
tions for the phenomenon: (1) 
with decreased pancreatic trypsin 
the normal meconium is not liqui- 
fied (2) the abnormally sticky in- 
testinal secretions may result in 
increased tenacity of the me- 
conium and intestinal obstruc- 
tion. Occasionally this may re- 
sult in volvulus of the small in- 
testine or the bowel may per- 
forate and meconium peritonitis 
result. The condition may be 
fatal without surgical interven- 
tion. Fifty percent of the patients 
with meconium ileus are salvages 
by surgical intervention. It is 
noteworthy that meconium ileus 
is not necessarily the sign of un- 
usually severe disease. 


Pneumonitis 


Following successful surgical 
intervention the child may follow 
the normal course of the disease, 
developing pancreatic, pulmon- 
ary, and sweat gland involvement. 
At some time during the course 
of the disease virtually all patients 
show some degree of pulmonary 
involvement, with the onset 
usually occurring in infancy or 
early childhood. 

Ninety percent of the patients 
with fibrocystic disease die with 
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chronic pneumonitis. The intra- 
bronchial secretions are thick and 
tenacious. The child develops a 
dry, hacking, nonproductive 
cough, usually within the first 3 
months of life. Intercurrent in- 
fection may cause an increase in 
secretions which, due to their 
tenacity, cannot be removed 
adequately. This results in bron- 
chial and bronchiolar obstruction 
with multiple areas of localized 
infection. 

Eventually, generalized bilat- 
eral obstructive emphysema, and 
chronic peribronchiolar pneu- 
monia result, leading to respira- 
tory distress, anoxia, CO, reten- 
tion, and air hunger. Terminally, 
there may be septicemia, fatal 
lung abscesses, cor pulmonale 
with heart failure, massive lobar 
atelectasis, sudden asphyxia, or 
chronic pulmonary insufficiency. 
Hence the death is anoxic in type. 
The predominating organism in 
the lungs is Staphylococcus au- 
reus. With the advent of anti- 
biotics, candida, pseudomonas, 
and proteus are often found. 

In all of the organs mentioned 
—the pancreas, gastrointestinal 
tract, and lungs — the disease 
process is the result of intralumi- 
nal obstruction of mucous glands 
and ducts. Fibrocystic disease 
manifests itself in a different way 
in the sweat and salivary glands. 
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The secretions of sweat and sa- 
livary glands are not abnormally 
sticky and do not obstruct the 
ducts, but do contain a high con- 
centration of electrolytes. The 
sweat of normal children contains 
4 to 60 meg. of chloride, and 
that of children with fibrocystic 
disease has as much as 160 meq. 
Similarly, sodium is increased 
from a normal level of 10 to 80 
meq. to 80 to 190 meq. 

Less than 1 percent of the pa- 
tients with fibrocystic disease have 
normal levels of sweat elec- 
trolytes. Thus, determination of 
sweat electrolytes has become a 
more important determination 
than has the determination of 
duodenal trypsin content in the 
diagnosis of fibrocystic disease of 
the pancreas. Twenty percent of 
asymptomatic relatives of the 
children with fibrocystic disease 
have increased sweat electrolytes. 
The patients with fibrocystic dis- 
ease who have sweat gland in- 
volvement lose sodium chloride 
and in hot weather have heat ex- 
haustion, vomit, are dehydrated, 
and show hyperpyrexia. Cardio- 
vascular collapse, coma, and 
death may result. Both sweat and 
salivary gland secretions are in- 
creased. 

The case presented is a classi- 
cal example of fibrocystic disease. 


The pancreatic, pulmonary, ana 
sweat gland involvement was typi- 
cal. She developed steatorrhea, 
obstructive emphysema, and died 
with severe pulmonary inflamma- 
tion complicated by pseudomonas 
and_ staphylococcus infection. 
She developed clubbing of the 
digits, cor pulmonale, malnutri- 
tion, absence of trypsin in the 
stools, and sweat chloride con- 
centration of 124 meq. 


Recessive 


Since fibrocystic disease is in- 
herited as a Mendelian recessive, 
one-fourth of the siblings of chil- 
dren with the disease may have 
the disease. In other words, the 
chance of having a sibling with 
the disease is 1 in 4. It is very 
important to differentiate fibro- 
cystic disease from celiac disease, 
as the prognosis in the two condi- 
tions is so different. In either dis- 
ease the patient may show stea- 
torrhea, malnutrition, and retar- 
dation of growth and develop- 
ment. However, 86 percent of 
children with fibrocystic disease 
develop symptoms prior to 3 
months of age and celiac disease 
in a child under 6 months of age 
has not been reported. Similarly, 
the children with fibrocystic dis- 
ease have ravenous appetites; 
those with celiac disease usually 
have decreased appetites. 
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Therapy 

The therapeutic approaches 
follow: (1) treatment of the pul- 
monary infection with antibiotics, 
croupettes, and postural drainage 
(2) surgical intervention for me- 
conium ileus and portal hyper- 
tension (3) cardiac medications 
for cor pulmonale (4) salt and 
electrolyte therapy for salt deple- 
tion and heat exhaustion (5) diet 
regulation for malnutrition. 

There is some debate about 
the amount of fat that should be 
given to these children. At the 
University of Michigan Hospital, 
I believe, the program is a low 
fat, high carbohydrate, high pro- 
tein, and high caloric diet. Arti- 
ficial trypsin is added to increase 


the digestion of protein, and car- 
bohydrates are given as simple 
sugars. It is important to give 
fat-soluble vitamins in water- 
miscible solutions. 


It is noteworthy that the lay 
press has commented upon the 
importance of fibrocystic disease, 
as indicated in a recent release: 
“Only in fairly recent years have 
such deadly enemies as polio and 
leukemia been given general pub- 
lic recognition. And now a cru- 
sade is under way against another 
stealthy slaughterer, which in the 
last few months has come under 
the spotlight of public scrutiny. 
The disease is cystic fibrosis.” 


Dec. 1959, Vol. 5, No. 12 


Low-fat diet 

PEDIATRICIAN: This small, un- 
derweight child had a voracious 
appetite and did, indeed, eat lots 
of food, but most of it passed 
through the intestines undigested. 
Instead of losing the usual 10 
percent of the calories which went 
through the digestive tract, she 
probably lost 50-60 percent or 
more. 

The matter of the low-fat diet 
also should be commented upon. 
Since bile production is impaired 
and if the liver is involved, a 
high-fat diet would result in un- 
split fat going through the gastro- 
intestinal tract. I think that the 
use of a normal or a low-fat diet 
is indicated, one which does not 
cause the child to be on an un- 
acceptable diet which she may 
not eat. You don’t need to worry 
about their appetites. 

I was at the Cincinnati meet- 
ing when Dorothy Andersen de- 
scribed fibrocystic disease and 
differentiated it from the other 
types of chronic intestinal indi- 
gestion, particularly celiac dis- 
ease. She told us that fibrocystic 
disease, previously called con- 
genital steatorrhea, was a sepa- 
rate condition. It was then 
thought by Wolbach and Black- 
fan that the chief dysfunction was 
congenital steatorrhea and that 
poor absorption of vitamin A re- 
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sulted in metaplasia of the mu- 
cous membranes of the bronchi 
which were then occluded with 
mucin and became infected. 

Their explanation did not hap- 
pen to have exactly the right 
basis, although the sequence of 
events is the same. Indigestion 
is only a part and ordinarily not 
a very important part of this dis- 
ease. I remember some years 
ago in one of his papers, Doctor 
May said, in essence: “As the 
lungs go, so goes the patient.” In 
other words, if the patient has 
little pulmonary involvement, he 
will do all right. That has been 
our experience here. We have 
had patients with cystic disease 
of the pancreas who have had 
several years of very good health, 
and that has been during the time 
in which their pulmonary disease 
was in remission or in almost 
complete abeyance. 


Variations 


When the pulmonary phase of 
the disease became more promi- 
nent, the patient again began to 
lose weight and to go downhill. 
It has been thought, of course, 
that fibrocystic disease is a uni- 
formly fatal disease. Now we be- 
gin to realize that there are many 
variations in the manifestations 
of this disease and also that there 
are probably persons who have 
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part of the picture but may not 
have the deadly part of the dis- 
ease. So we will have to revise 
our thinking, it now seems, by 
virtue of tests of sodium and 
chloride in the sweat when ap- 
plied to other members of the 
family of a patient with this dis- 
ease. We are recognizing patients 
in the third decade who have this 
disease in a much milder form 
than did this little girl. 

The matter of inheritance must 
be discussed. This was an only 
child and the parents are young. 
This family had undoubtedly 
asked us about this problem. I 
hope that they had, and that we 
advised them. As you have been 
told, the disease is inherited as a 
recessive and is likely to affect 
one child in four born to a 
couple. But, of course, that ratio 
would hold only if they had many 
children, so when you advise peo- 
ple you must tell them that sta- 
tistically there also is the possi- 
bility that the disease might in- 
volve the first three of twelve 
children. 

Do not let them conclude that 
because they have had one child 
with fibrocystic disease that the 
next three children will be nor- 
mal. It has happened once in this 
hospital to people who were seen 
in the department of Pediatrics 
and in the Heredity Clinic, and 
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when the mother came back with 
the second child affected with the 
disease she cried out in anguish: 
“You told me only one in four!” 
So we obviously did not make the 
point clear. We have one family 
who had four of five children 
with cystic fibrosis of the pan- 
creas. 


Pathological diagnosis 
Fibrocystic disease of the pan- 
creas (mucoviscidosis). Acute 
mucopurulent exacerbation of 
chronic bronchiolitis and bron- 
chitis with bronchiolectasis and 


bronchiectasis. Bilateral pulmon- 
ary emphysema and patchy at- 
electasis. Pulmonary osteo- 
arthropathy. Cor pulmonale. 
Chronic cholecystitis. Acute pu- 
rulent exacerbation of chronic 
fibrosing pancreatitis. Centro- 
lobular lipidosis of the liver. 
Early rickets (?). Acute cerebral 
congestion and edema. Lym- 
phoid exhaustion in the thymus, 
spleen, and lymph nodes. Abun- 
dant adrenocortical lipids. Emaci- 
ation. Persistence of fetal fat. 
Slight serous atrophy of adipose 


“Okay, now resist me." 
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Is the effectiveness of a drug 
determined solely by what the 
manufacturer puts into it? The 
author points to other “ingre- 
dients’”’ for you to consider. 


Te pill is a potent thing. The 
pen is mightier than the sword, 
but the pill surpasses both. Like 
the sword, it can kill; like the 
pen, it can persuade. Unlike 
either, the pill can also cure. 

One-tenth of one-thousandth 
of one gram of digitoxin can spell 
the difference between life and 
death, and seventy-five millionths 
of a gram of lysergic acid can 
produce profound mental aberra- 
tion in a previously healthy man. 
These are potent medicines. 

But the power of pills does not 
stop with their pharmacological 
effects. Medicine—in fact any- 
thing a patient gets from a doctor 
—has symbolic as well as objec- 
tive meaning. Salubrious or noxi- 
ous, it can complement or oppose 
the chemical action of the drug. 
This symbolic action sometimes 
exceeds the chemical action of 
the medicine. Unfortunately the 
symbolic action is not always 
easy to recognize and to predict. 
What’s even worse, it is not nulli- 
fied by disregard. It’s still there, 


even if you look the other way. 

But let’s get down to cases. A 
man spent a month in a rehabili- 
tation center for alcoholics, and 
when he left he was given a seda- 
tive to tide him over the rough 
spots. At his follow-up visits he 
seemed to be doing very well, so 
well in fact that his doctor de- 
cided to discontinue the medicine. 
To this the patient loudly ob- 
jected. The doctor then learned 
that his patient hadn’t taken the 
medicine after the first few weeks. 
Then why insist on renewal of 
the prescription? 

The patient explained that 
whenever he felt he needed a 
drink, he took out the tablets and 
looked at them. The medicine 
reminded him of the clinic, the 
clinic of the hospital, and this of 


What’s i 


what he had learned about con- 
trolling his need to drink. As 
with many people, this seemed 
to be a case of out of sight, out 
of mind. Beyond its chemical 
effect, the medicine had served 
the patient as an instantly avail- 
able, tangible reminder of what 
he knew about managing his 
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in oral penicillin therapy 


the speed of action you want 
the reliability you need 


In recent studies involving 107 subjects, effective penicillin 
blood levels were consistently produced within 15 minutes after 
administration of oral potassium penicillin V. Peak levels were 
obtained within a half-hour. Even after two hours, effective 
penicillin blood levels still persisted in every subject. At four 
hours, demonstrable blood levels existed in 93 per cent of 
subjects.!* 


PEN-VEE K may be prescribed for | 
all infections responsive to oral penicillin 
...and even many usually treated with parenteral pencillin 


SERUM CONCENTRATIONS—ORAL AND PARENTERAL PENICILLI 
5.0 


| 


9 Potassium penicillin V, 250 mg. (400,000 units) 
—one tablet. Average of 40 fasting subjects.' 


Penicillin Units 
per Milliliter Serum 


Procaine penicillin G (600,000 units)— 
one injection. Average of 10 subjects 
10 
0 
0 % ” 1 2 3 


Hours after Administration 


1. Peck, F.B., Jr., and Griffith, R.S.: Antibiotics Annual 1957-1958, Medical 
Encyclopedia, Inc., p. 1004. 2. Wright, W.W., and Welch, H.: Antibiotic Med. 
$3139 (Feb.) 1958. 3. White, AC. et al.: Antibiotics Annual 1955-1956, 
Medical Encyclopedia, Inc., p. 490. 
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The antibiotic that is prescribed most often for com- 
mon bacterial infections . . . 


penicillin 


In a form that produces high penicillin blood levels 
rapidly and reliably ... 


potassium penicillin V 


In two dosage strengths and preparations to assure 
acceptance by patients... 


PEN: VEE°K 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


flexibility of dosage form and high potency 
assure acceptability of full therapeutic 
dosage 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. 
(200,000 units) per 5-cc. teaspoonful; peach-flav- 
ored, 250 mg. (400,000 units) per 5-cc. teaspoonful. 
Supplied as vials of powder to make 40 cc. Tablets: 
125 mg. (200,000 units) and 250 mg. (400,000 
units) in vials of 36. 


TABLETS 


® 
Philadelphia 1, Pa. 
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problem. The patient insisted he 
needed the medicine. Who would 
say he didn’t? 


Interest 


Of course there might have 


been much more to it than this. 
The medicine might have stood 
for a continuing concern and in- 
terest on the part of the doctor. 
It might have partly satisfied a 
craving to be looked after. The 
medicine might have been used 
to prove to his wife that he was 
getting something—something to 
show—for his clinic visits. In an- 
other alcoholic, the medicine 
might have been evidence that he 
“didn’t have” a mental problem, 
and this might—emphasize might 
— have been the best way to 
handle this particular patient. 

The point is this: human be- 
ings can use almost anything to 
symbolize almost anything else. 
It is not always easy to know 
what a given patient is making 
of his medicine, but is sometimes 
very important. 


About 
The 
Author 


Dr. Prange was graduated from a Michigan 
medical school, took a rotating internship 
and one year of residency before being 
recalled for Navy service in 1952. Follow- 
ing service, he completed three years of 
residency in psychiatry. The author is 


Every doctor every day finds 
that some of his prescriptions are 
working better than he had dared 
hope, while others, given with 
equally good indications, are a 
dismal flop. Considerable head 
scratching goes into efforts to ac- 
count for such puzzles. Probably 
a better way is to talk to the pa- 
tients about it. Even watching 
them can help. 


Prescription 


A woman in her forties keeps 
coming back for headaches for 
which no very convincing cause 
can be found. Nothing works 
very well for long. Everything 
works a little, temporarily. You 
write a prescription and slide it 
across your desk. She looks at 
it a moment and slowly picks it 
up with a sigh. It seems a very 
long silence before she stands up 
and says, thank you. 

What’s going on in this scene? 
As a disinterested party some 
things are very obvious to us. 
First of all, this patient earnestly 


presently an instructor in psychiatry at the 


University of North Carolina Medical School. 
Prange’s second contribution to your journal. 


This is Dr. 
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wants something done about her 
symptoms: she keeps coming 
back. Secondly, the doctor wants 
to help. That’s his job, and be- 
sides, he continues to see her. 
Third: there is some kind of in- 
terchange, some communication 
between them. She describes the 
sorts of things that she has 
learned that doctors want to hear 
—or seem to: where does it start, 
what time of day, where does it 
go, etc.? 

So far so good, for all this is 
fundamental and necessary. But 
then the doctor does something, 
which amounts to a reply to the 
patient in the language that she 
has begun with. He gives her a 
prescription. Again, this may be 
the best thing to do. But what- 
ever the merits of the particular 
case, I think we can legitimately 
question the doctor’s timing. His 
prescription, fully indicated, let 
us assume, has written “finis” to 
the conversation. Prematurely 
given, it has closed the door to 
further exploration of the prob- 
lem. The patient knows this all 
too clearly; she sighs and leaves 
the consulting room with evident 
reluctance — evident if one can 
see it. 

Everyone sees patients indig- 
nant because the doctor down the 
street said (allegedly), “It’s all 
in your mind, your imagination, 
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your nerves,” etc. One also 
hears, and with increasing fre- 
quency, “Every time I went to 
him he gave me some new pill. 
That’s all he ever did.” 

The point is that some patients 
do want to talk about more than 
their symptoms. Some can profit 
from such an experience, and 
some are prevented by well 
meaning physicians who feel they 
must quickly “do something!” 


Results 

So pills sometimes work bene- 
fit far beyond their pharmacologi- 
cal potentialities, and they some- 
times block the development of 
a fully useful relationship between 
the doctor and his patient. 

If all this is true, then how 
can one discover what a given 
medicine does, pharmacologic- 
ally, in a clinical setting? 

The situation is not clarified 
by giving a certain drug to a cer- 
tain number of patients with a 
certain illness and then saying 
that a certain percentage were 
benefited. 

The physician of an older gen- 
eration knew this when he was 
confronted by the enthusiasm of 
a younger colleague for a new 
remedy. “Use it,” advised the 
older doctor. “Use it while it 
works.” 

One refinement is to give a 
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placebo to an equal number of 
patients with similar complaints 
and to compare the results. But 
naturally, it is difficult for physi- 
cians to give “nothing” to sick 
people. Their lack of enthusiasm 
rubs off on their patients, and the 
placebo is put at an unfair dis- 
advantage. 

Well, then use the double-blind 
technique. Let neither the patient 
nor the doctor know what medi- 
cine is being used. In such a 
situation, one usually finds that 
the placebo does have some clini- 
cal effect. Moreover, it can have 
toxic side reactions. A certain 
number of people develop nau- 
sea, dry mouth, etc. from a place- 
bo just as they do from any ac- 
tive drug. 

The double-blind technique 
may not wholly eliminate the ef- 
fect of the doctor’s personality. 
A recent study showed this very 
clearly. Doctor A and Doctor B, 
themselves “blinded,” in random 
order gave a placebo and a test 
drug to patients with similar com- 
plaints. About three-fourths of 
the patients of each doctor re- 
ported improvement. On the 
surface this sounds like an ex- 
pected result, but when the pa- 
tients were identified according to 
what they had received, things 
were a bit confusing. Dr. A’s im- 
provements occurred about two- 


thirds with the drug, one-third 
with the placebo. Dr. B’s im- 
provements occurred almost 
wholly with the drug. 

The discrepancy led the re- 
searchers to observe what hap- 
pened between the doctors and 
their patients when the pills were 
dispensed. This is what they 
found. Dr. A took a phlegmatic 
view of the matter. To his pa- 
tients he said in effect, “Here is 
a new drug. We think it might 
help.” Dr. B, on the other hand, 
was sanguine. He told his pa- 
tients, “Here is a new drug. 
We’ve had good results with it. 
It will probably help you, too.” 

Apparently A’s patients had 
about as much confidence in him 
as B’s did in B, for approximately 
equal numbers improved. But 
B’s patients were prepared to ex- 
perience a potent drug effect. 
When those of them who did re- 
ceive the drug did perceive an 
effect, their own expectations, 
stimulated by B’s, took hold and 
exaggerated the improvement. 
Why didn’t B’s placebo patients 
do as well as A’s? This is some- 
what obscure. It may be that 
their heightened expectations 
turned to disappointment when 
they failed to perceive a pharma- 
cological effect. A further re- 
finement might be to include with 
the test drug and the placebo a 
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standard drug similar to the test 
drug. This would have given 
B’s enthusiasm an opportunity 
to itself in an additional direc- 
tion. 

In any case, the point should 
be clear that it is difficult, even 
with meticulous care, to eliminate 
from drug results the effect of the 
doctor-patient context in which 
that drug is given. In uncon- 


trolled clinical settings the effect 
of this context is certainly im- 
mense. 

There is nothing wrong with 


this; one needs only to under- 
stand it. A drug can come be- 
tween the doctor and his patient 
or it can advance them toward 
their common goal. And these 
effects need not happen hit or 
miss. With a little observation 
and thought on the doctor’s part, 
a useful drug can become all the 
more useful. 

The question of what’s in a 
pill is not a simple one. It all de- 
pends. It depends on what the 
manufacturer, and the doctor, 
and the patient, put in it. 


1. The Symptomatic Relief of Anxiety 
with Meprobamate, Phenobarbital and 
Placebo. 


E. H. Uhlenhuth, Arthur Canter, J. O. 


Neustadt, and H. E. Payson. In Press. 


2. E. H. Uhlenhuth, personal com- 
munication, 


"Well sir, if you're really inter- 
ested, it happened when | finished 
my internship and started looking 
for a place to practice..." 
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In this large Midwest education and re- 
search center some 40,000 clinic patients 
and 17,000 inpatients are treated annually, 
providing teaching material for 122 resi- 
dents in 18 specialties and subspecialties. 


Th University of Michigan 
Medical Center this year observes 
the 90th anniversary of its Uni- 
versity Hospital — the nation’s 
first university owned hospital. It 
was established in 1869. Located 
in the city of Ann Arbor, 35 
miles from Detroit and 55 miles 
from the State Capitol, the vast 
center is a focal point for patient 
service, medical education and 
research in a three-state area. 

The hub of the Medical Center 
for clinical services and training 
programs is the Main Hospital. 
Eight different buildings, provid- 
ing total facilities for 1050 in- 
patients and up to 1000 out- 
patients daily, radiate from the 
Hospital proper. All but two of 
these buildings have been 
constructed within the past ten 
years. 

They include the Outpatient 


Clinic (24 daily clinics), 
Women’s Hospital (76 beds and 
83 bassinets), the Neuropsychia- 
tric Institute (85 beds), Veterans 
Readjustment Center (47 beds), 
Childrens Psychiatric Hospital 
(59 beds), Kresge Research In- 


Ann Arbor: Care, educa- 
tion and research. 
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stitute, Alice C. Lloyd Radiation 
Therapy Unit, and Simpson 
Memorial Institute. 

The bed complement of the 
Main Hospital is 725. Construc- 
tion will soon begin on a 200 bed 
children’s hospital and a mental 
health research institute, and 
plans are underway for a cancer 
research unit and a chronic dis- 
ease and rehabilitation hospital. 

The present facilities cost ap- 
proximately $16 million. Within 
the next five years the total units 


will represent $37 million in con- 
struction outlay. 

Although the Medical Center 
receives appropriations from the 
state for initial construction, the 
full costs of operation (with the 
exception of the psychiatric units ) 
are met with funds received from 
patients for services rendered; no 
state subsidy is provided. The 
cost of operation totals approxi- 
mately $25,000 per day at the 
Hospital. 

The University of Michigan 


ane 


SYMPOSIUM REPORT: 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other single agent against staphylococcal 
infections encountered in the pediatric section of a general hospital. 
Introduced during an epidemic of severe staphylococcal pneumonia and 
bronchiolitis in younger children, ALTAFUR was employed in treating 
a total of 59 infants or juvenile patients, most of whom had upper or 
; lower respiratory tract involvement. Almost all had been given antibiotics 
without effect; 34 were judged severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 10 day course of ALTAFUR. 
There was only one failure (results were inconclusive in the remaining 
four cases). Mixed infections with Pneumococcus or Streptococcus sp. 
also responded readily. 

: ALTAFUR was administered orally in varying dosage: the optimal dose 
is believed to be about 22 mg./Kg. daily. 

Side effects were minimal, being limited to gastric intolerance in a few 
cases, usually controllable by giving drug with or after meals. Laboratory 
studies revealed no adverse influence on renal, hepatic or hematopoietic 
function, nor ether signs of toxicity. 


Lysaught, J.N., and Cleaver, W.: Paper p d at the Symp on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 
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bright new star 
in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


w Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 

w Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 

w Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 

ws Development of significant bacterial resistance has 
not been encountered 


a Low order of side effects 


w Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unigue class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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serves as a consultative and di- 
agnostic center for patients re- 
ferred by physicians from 83 
counties in the state. 

Each patient is referred to the 
University Hospital, examined in 
the outpatient department and as- 
signed to a clinical service. All 
members of the housestaff partici- 
pate daily in rounds. The wards, 
units of 50 beds each are particu- 
larly suitable for teaching and 
care of the patient. The main 
hospital has two such wards on 
each of the six floors. Between 
these wings are semi-private 
rooms used primarily for patients 
needing more intensive care. 


Private 


Private room facilities consti- 
tute about 10 percent of the total 
Hospital bed complement and 
are used in the clinical training 
programs. They are located on 
three floors with 32 beds in each 
unit. These areas were completely 


modernized in 1958, and include 
electrically operated, patient-con- 
trolled beds, inter-communica- 
tion between the bedside and 
nurses’ station and piped oxygen 
to each room. The total hospital 
facilities make available to the 
resident patients on private, ward 
and intensive care units. 

Eleven operating rooms, in- 
cluding one specifically desig- 
nated for open-heart surgery, are 
also housed in the Main Hospital. 
Adjacent to them is the recovery 
room, staffed 16 hours a day and 
with facilities available for 12 
patients at a time. Approximately 
40 operations are performed daily 
in the Main Hospital, most of 
them major procedures. 

Integral parts of the Medical 
Center are the largest medical 
school and school of nursing in 
the country; immediately adjacent 
to the Center is one of the na- 
tion’s eleven schools of Public 
Health. 
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Basic science buildings and the nursing school are the first in a $15 million expanidi&rogram 
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Campus atmosphere 

The University Medical Cen- 
ter is part of the University of 
Michigan campus, making read- 
ily available such activities as 
“Big Ten” football, concerts, 
plays, lectures. Recreational fa- 
cilities in the community include 
six golf courses, and there are 50 
lakes within a radius of twenty 
miles. 


Residency 

Appointment in all residency 
programs is for a period of 12 
months with renewal annually. 
Residents are enrolled in the 
Department of Postgraduate 
Medicine of the University of 
Michigan Medical School. The 
teaching programs are supervised 
by the respective departmental 
chairmen or heads of clinical de- 
partments. Approximately 40,- 
000 clinic patients (involving 
240,000 clinic visits) and over 
17,000 inpatients annually, pro- 
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Emergency care in new outpatient build- 
ing which has four operating rooms. 


vide the material for teaching 
and training. 
Organization 

Broad policies regarding pa- 
tient services are established by 
a Board-in-Control of University 
Hospital. The board is appointed 


by the regents of the University 
of Michigan and includes, among 
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Medical illustrator records details of 
surgical procedure for use in teaching. 


others, the dean of the Medical 
School, the director of the Hos- 
pital, and a senior clinical rep- 
resentative. 

The Senior Medical Advisory 
Staff — composed of professors 
and associate professors of the 
Medical School — recommends 
the professional policies for pa- 
tient care. In addition, an execu- 
tive committee of the Medical 


School develops policy relative to 
teaching and clinical services. 
Close coordination of teaching 
and patient service is provided 
by the presence of the director 
of the Hospital and the dean of 
the Medical School on _policy- 
making bodies of both the Hos- 
pital and the Medical School. 

The Junior Medical Advisory 
Staff—consisting of assistant pro- 
fessors, instructors, and one resi- 
dent representative from each 
service—completes the staff or- 
ganization. 

Part-time practice privileges 
are granted to only a limited 
number of staff members. Of the 
1050 beds, approximately 90 are 
designated for private patients, 
but these patients are available 
for teaching in the residency pro- 
grams. Residents follow the 
schedules established on_ their 
specific services, and assist in 
teaching interns and other resi- 
dents junior to themselves. 


Job opportunities 

Wives of residents seeking full 
or part-time employment can 
consult the personnel offices of 
the University and the Hospital. 
The University of Michigan em- 
ploys over 2000 secretaries, and 
the Hospital has 3000 employ- 
ees, many of them physicians’ 
wives. The Ann Arbor area also 


Resident Physician 


8 
| Schr 
198 pi 
Pain 
| than. 
stilbe 
| doses 
recor 
was d 
| in the 
Nay 
| trolle 
recei\ 
| ethyl: 
horm« 
showe 
interi 
the 
The 
100 


FOR THE PREVENTION OF POSTPARTUM BREAST 
ENGORGEMENT, LACTATION AND PAIN 


ind of methallenestril) 


ae and his associates? gave Vallestril to 
198 patients with postpartum breast engorgement, 
pain and lactation. They reported: “The patients 
-. achieved over-all results ... somewhat better 
than those in patients receiving 3 mg. of diethyl- 
stilbestrol. ... Untoward effects, even when large 
doses were used, were’rare. The ‘slight bleeding’ 
recorded ... was probably of no significance and 
was doubtless no more than would have occurred 
in these individuals without therapy.” 

Napp, Goldfarb and Massell® conducted a con- 
trolled study in which 207 postpartum patients 
received Vallestril, 213 patients were given di- 
ethylstilbestrol and 193 patients did not receive 
hormone therapy. “The stilbestrol treated group 
showed a significantly greater incidence both of 
interim bleeding and of hypermenorrhea than did 
the control or the Vallestril treated groups.” 

These authors concluded that “Vallestril is a 


avoids most withdrawal bleeding 


—minimizes secondary breast 
symptoms and uterine subinvolution 


—“,.. Causes fewer gastrointestinal 


upsets’ than does diethylstilbestrol.” 


superior synthetic estrogen for the suppression 
of lactation. The low incidence of interim bleed- 
ing and of hypermenorrhea constitute a most 
important characteristic of the drug.” 

Only two 20-mg. tablets taken daily, for five 
days, suppress lactation and relieve engorgement 
and pain. Dosages for indications other than the 
suppression of lactation are given in Reference 
Manual No. 7. G. D. Searle & Co., Research in the 
Service of Medicine. 


1. Council on Drugs: New and Nonofficial Drugs 1958. 
Methallenestril, Philadelphia, J. B. Lippincott Company, 
1958, pp. 477-478. 

2. Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and 
Perloff, W. H.: Methall il, a New Synthetic Estr 
JAMA, 161:1062 (July 14) 1956. 
3. Napp, E. E.; Goldfarb, A. F., 
enteral Use of Methall il for the S 
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12:30 Neurology Journal Club i 
12:30 Obstetrics and Gynecology Clinical Conference 
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new RAMSES BENDEX 
Diaphragm 


how 
two ways 


The cushioned comfort and _ sensitivity 
built into both the regular RAMSES® Dia- 
phragm and the new RAMSES BENDEX,® 
a bow-bend Diaphragm, contribute to the 
physical ease and emotional security that 
encourage patient cooperation. 

The regular RAMSES Diaphragm, suitable 
for most women, is distinguished by a soft 
cushioned rim and flexibility in all planes 
to permit complete freedom of motion. The complete unit—the new RAMSES 
“TUK-A-WAY”® Kit #701 with diaphragm, introducer and jelly, is attractively pack- 
aged in a new zippered case which opens top and side. 


For those women who need a different type of diaphragm, the RAMSES BENDEX is 
now available, retaining all the desirable flexibility of RAMSES coil-spring construc- 
tion. The bow-bend or arc-ing type of construction makes it especially suitable for the 
woman with structural abnormalities such as cystocele or rectocele. No introducer is 
required. Further information about the new BENDEX may be obtained from your 
local Schmid representative. 


RAMSES Jelly,* uniquely suited for use with either type of RAMSES Diaphragm, 
further contributes to the patient’s comfort and protection by flowing freely over the 
rim and surface to lubricate the diaphragm, aid in insertion, and protect the patient 
for ten full hours. 


When you fit your patient with one of these RAMSES Diaphragms you are providing 
essential inner security. She is assured she can plan her family according to her 
wishes, safe in the knowledge that she is using not only the most reliable method — 
diaphragm and jelly, which reduces the likelihood of conception by at least 98 per 
cent!—but the most comfortable choice—RAMSES Diaphragm and Jelly. 


1. Tietze, C.: Proceedings, Third International Conference Planned Parenthood, 1953. 
*Active agent, dodecaethyleneglycol monolaurate 5%, 

. in a base of long-lasting barrier effectiveness. 
RAMSES, “‘TUK-A-WAY,”’ and BENDEX are registered trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
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UNIVERSITY OF MICHIGAN HOSPITAL RESIDENCIES 


RESIDENCY 


Allergy 
Anesthesia 


Dermatology & 
Syphilology 


Internal Medicine 
Neurology 
Neurosurgery 


Obstetrics & 
Gynecology 


Ophthalmology 
Orthopedic Surgery 
Otolaryngology 
Pathology 


Pediatrics and 


Communicable Diseases 


Physical Medicine 
Psychiatry 
Radiology 
Surgery 

Thoracic Surgery 


Urology 


CHAIRMAN 


John M. Sheldon 
Robert B. Sweet 


Arthur C, Curtis 


William D. Robinson 
Russell N. DeJong 
Edgar A. Kahn 
Norman F. Miller 


F. Bruce Fralick 
Carl E. Badgley 
James H. Maxwell 
James A. French 


James L. Wilson 


James W. Rae, Jr. 


3 
4 


5 


2 


Raymond W. Waggoner 12 


Fred J. Hodges 
Charles G. Child, III 
Cameron Haight 
Reed M. Nesbit 


6 
27 
3 
3 


RESIDENCIES LENGTH 


STIPEND 
| $250 
2 160} 
3 1604 
3 160} 
160} 
195 
4 160} 
3 160t 
= 195 
4 160t 
4 1é0t 
160+ 
3 160t 
4 335 
3 160t 
4 160t 
195 
195 


* In addition to a rotating internship and one year of training in general surgery. 


** In addition to a rotating internship and two years of training in general surgery. 
*** In addition to a rotating internship and three years of training in general surgery. 


**** An additional year of training is available to those qualified and so desiring. 
t Denotes first year resident. 
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has Numerous openings each year 
for teachers in the local schools. 


Benefits ‘ 

The Hospital cafeteria offers a 
33 percent discount to the resi- 
dent staff. House staff members 
are required to carry Michigan 
Blue Cross hospitalization or an 
equivalent health insurance pro- 
gram. All outpatient and profes- 
sional charges not covered in the 
insurance are added benefits 
offered by the hospital for both 
the staff and their families. 

In addition, the resident is 
entitled to one month vacation 
each year, which is scheduled by 


the individual departments. 


A separate house staff building 
connected to the Hospital pro- 
vides bachelor quarters. Priority 


1s given to interns and assistant 
residents, but living quarters are 
usually available for residents 
desiring them. Although the Hos- 
pital itself does not maintain fa- 
cilities for married trainees, the 
University does. University Ter- 
race Apartments, adjacent to the 
Main Hospital, and the North- 
wood Apartments, in campus 
surroundings slightly north of the 
Hospital, offer modern quarters. 
In addition, many students and 
staff members live in homes and 
apartments in Ann Arbor, at no 
more than 15 minutes’ commut- 
ing distance from any section of 
the community. 


Special facilities 


An unusual facility at the 
Medical Center is a complete 


Outpatient staff conference in oral surgery, with chairman and resident staff. 
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color television studio (closed 
circuit) which is initiating oper- 
ations at this writing; it will en- 
able medical students and intern 
and resident groups to view lec- 
tures and demonstrations held in 
many parts of the Medical Cen- 
ter. A special television camera 
is also permanently installed in 
one operating room to provide a 
close-up view during surgical pro- 
cedures. 


Radiation therapy 


Radiation therapy at the Med- 
ical Center includes two rotating 
machines, one with a cobalt 
source and the other with cesium. 
Said to be the world’s largest 
single source in medical use, the 
cesium is being evaluated for the 
Atomic Energy Commission as 
to its applicability in treatment. 
The radiation therapy unit, 
housed in underground quarters 
adjacent to the Main Hospital, 
treats patients from all over the 
United States. 


Emergency suite 

The emergency suite is phys- 
ically a part of the Outpatient 
Building and has its own con- 
tiguous radiological facilities. The 
unit houses four emergency op- 
erating-treatment rooms in addi- 
tion to receiving and patient 
areas. 
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Banks 
The University Hospital is 
both the depository and the clear- 
ing house for the area’s tissue 
banks, which are playing an in- 
creasingly important role in 
medical care. These include skin, 
eye, blood, and bone banks. 


Medical illustration 


The Hospital has five medical 
artists, supervised by a certified 
medical illustrator, in the De- 
partment of Medical Illustration. 
They provide detailed drawings 
for teaching purposes and ex- 
hibits. The department’s photog- 


raphy unit does clinical photog-f i 


TRAINING PROG 
To strengthen postgrad 


medical training throughout t 
state, the University of Michig 
Medical Center maintains aff 


ations with 18 hospitals in 
cities. The Center assists 

hospitals to establish “indep 
dent” approved training p 
grams. Basic science courses 
given residents at the o 
munity hospitals and clinical 
perience is provided at Univ 
sity Hospital in Ann Arbor. 
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aphy and microphotography, 
nd makes teaching slides and 
motion pictures. 


Radioisotopes 

The clinical isotope unit per- 
forms studies of radioactive io- 
dine uptake of the thyroid gland, 
blood volume and red cell volume 
determinations along with brain 
tumor localization, radio-iodine 
therapy of selected cases of hyper- 
thyroidism and thyroid carci- 
noma. Rotation for residents 
from a number of services is 
provided. 

The medical library is housed 
in the five-story Kresge Research 


R COMMUNITY HOSPITALS 


building. Constructed at a cost of 
$600,000, the library offers a 
variety of facilities including a 
tape-recorded medical abstract 
service and private cubicles for 
study and research. The bound 
volumes in the library total more 
than 117,000, and over 1,000 
current periodicals are received 
annually. 

The library staff is available 
for consultation and assistance in 
the preparation of bibliographies. 
In addition to the medical library, 
the other schools on the campus 
maintain their own reference col- 
lections, which are also available 
on call by medical staff. 


A unique General Practice 
ogram utilizes the resources 
community hospitals having 
alified general practitioners. 
his two-year program enables 
p future general practitioner to 
supervised and directed by 
perienced colleagues. 
The candidate spends six 
pnths of each year at an affili- 
d hospital staffed primarily 
general practitioners. Aside 
its value in training the 
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young doctor, the program offers 
valuable postgraduate education 
to physicians in the local com- 
munities. 

Following the requirements 
for American Medical Associa- 
tion approval, the program pro- 
vides daily bedside teaching, and 
weekly x-ray conferences, CPC’s 
and clinical conferences. Of the 
twelve positions available an- 
nually, this special program has 
averaged ten interns per year. 
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Editorial 


Voluntary or Controlled Hospitals? 


The voluntary and independent operations of a great 
part of our hospital system is presently being chal- 
lenged. Developments in many states throughout the 
U. S. have led proponents of our present system of hos- 
pital and medical care to re-examine roles and respon- 
sibilities of all associates. Charges by the insurance 
commissioner in one state, for example, that “ . . . the 
medical profession has done practically nothing in the 
way of curbing abuses in the use of hospital care;” 
that “doctors are admitting Blue Cross subscribers to 
hospitals where such care is unnecessary;” that “grounds 
certainly exist for disciplinary action,” lead to the con- 
clusion that the resident physician must concern himself 
with trends that may affect his future practice and affili- 
ation with hospitals; he must concern himself with the 
increasing effort by states to provide a measure of con- 
trol of hospitals. 

How do residents in teaching hospitals play an ever 
increasing role in this new situation? What can the 
house staff do to increase its effectiveness in countering 
this economic-born pressure? 

Primarily, the house staff member must ally himself 
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When the emotional component of premenstrual ten- 
sion becomes severe enough to interfere with normal 

A.D. activities and relationships, PRozINE is usually advanta- 
geous. It is designed for the treatment of moderate to 
severe emotional disturbances, either alone or complicated 
by organic symptoms. - 


ProzinE acts on both the thalamic and hypothalamic areas 
of the brain. As a result, Prozine helps the physician 
control motor excitability as well as apprehension and 
agitation. This dual effect permits low dosages, which 
minimize side-effects and encourage the use of PROzINE 
in everyday practice. 


“This time last month I would have screamed”’ 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 
SPECIFIC CONTROL THROUGH DUAL ACTION 
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Philadelphia 1, Pa. 


INS 
\\ 
‘Trademerk 


LEDERLE INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibi 
2 to 4 times the activity of tetracycline against 
susceptible organisms. (Activity level is the 
basis of comparison—not quantitative blood levels 
since action upon pathogens is the ultimate 
value.*) Provides significantly higher serum 
activity level... 


with far less antibiotic intak 


DECLOMYCIN demonstrates the highest ratio of 
prolonged activity level to daily milligram intake 
any known broad-spectrum antibiotic. Reduction 
antibiotic intake reduces likelihood of adverse eff 


i a intestinal mucosa or interaction with contents. 
unrelenting peak 


antimicrobial attack 


The DECLOMYCIN high activity level is 
uniquely constant throughout therapy. Eliminate 

* peak-and-valley fluctuation, favoring continuous 
suppression. Achieved through remarkably great 
stability in body fluids, resistance to degradation 
and a low rate of renal clearance. 


*Hirsch, H. A., and Finland, M.: New England J. Med. 
260:1099 (May 28) 1959. 
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antibiotic design 


plus DECLOMYCIN maintains 

rT; activity for one to two days after 
extra- discontinuance of dosage. 

Features unusual security 

day against resurgence of 

. primary infection or secondary 
activity bacterial invasion—two 
FOR factors often ote 

a “resistance problem” 

PROTECTION —enhancing the traditional 
AGAINST advantages of tetracycline 
RELAPSE y ... for greater physician- 
y patient benefit 


in the distinctive, 
dry-filled, duotone 
capsule 


ratio of 
intake immediately available as: 
Juction DECLOMYCIN 
erse eff Capsules, 150 mg. 
ontents bottles of 16 and 100. 
] Adult dosage: 
1 capsule four 
4 times daily. 
s 
minates 
inuous 
y great 
adation 
|. Med. LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY, 


Pearl River, New York 
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-Guest Editorial 


with his associates in helping to 

prevent increases in costs of hos- 

pitalization. (They are rising 5 

percent annually.) Increasing 

costs to the hospital means higher 

premium rates for the health in- 

surance subscriber. With as much 

A. C, KERLIKOWSKE as 50 percent of the population 
Director of a state affected, the public— 
University Hospitel even those who personally receive 


University of 
Michigan no care—is now aware Of hos- 


Medical Center pital costs. Increasing costs have 
resulted in public proposals for 
added controls from the more “Social minded” officials 
in several states. 
In one state, the medical society enumerated the four 
most frequent forms of “inefficient” use of public volun- 
tary health insurance, particularly Blue Cross: 


© Overstay 

e Admission for diagnosis only 

© Hospitalization as a convenience 

© Unnecessary treatments 

It is such practices that place hospitals and physicians 
in a vulnerable position. 

Residents in teaching hospitals are particularly in- 
volved because it is there that the largest groups of resi- 
dent staffs are trained and have the opportunity to set 
examples for their juniors. In the larger hospitals there 
may be as many as 250 house staff members—not to 
mention the medical students who are still in the process 
of formulating their philosophies on medical economics; 
their thinking will be affected by what they see. Across 
the country the resident staffs have the power in their 
institutions to control patient care programs including 
stays, admissions, tests, and treatments for a sizable 
number of patients. 
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Can we in hospital management control cost factors 
in which you are involved? Indeed, it is complex and 
difficult in today’s economy; and we do not want to 
pass judgment on related medical prerogatives. Ad- 
ministration has a role in this, of course, but without 
a competent medical staff, administration and a hos- 
pital are both ineffective. Particularly in a teaching 
hospital today does the resident physician carry a great 
responsibility for those patients whose care is financed 
by voluntary hospitalization insurance; he must guard 
against equating training requirements with long stays 
and diagnostic tests given without weighed judgment. 
This is an old story to preceptors and hospital ad- 
ministrators; but the stakes now are high due to public 
pressure. 

The resident physician of today is helping to shape 
the climate and environment of hospitals for himself 
as the attending physician of tomorrow. The amount 
of independence exercised in association with your hos- 
pital of the future may depend on your present interest 
in the economic pressures on our hospital system. The 
rising clamor of health insurance subscribers and public 
officials for greater control over hospital operations can 
increase, bit by bit, to the point of loss of independence 
for both physician and administrator. This can only 
be forestalled by all of us as associates. In our respec- 
tive responsibilities we can contribute our skills and 
judgment to keep hospital care free from unnecessary 
costs—costs which make our institutions vulnerable to 
public charges. 
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VOLUNTARY HEALTH AGENCY Typically. the vol 
untary health agency functions as a partnership among physicians, and t 
other health profession personnel, non-medical community leaders, andi 
and other dedicated lay men and women. Financial support comes from 
from voluntary contributions and bequests by the public. Volunteer is an 
physicians, medical scientists, and lay leaders, assisted by full-time welfas 


For more than 50 years, 


this voluntary agency has TH E 


played a major role in our 
nation’s health progress 


AMERICAN 
HEART 


ASSOCIATION 


. 


George E. Wakerlin, M.D., Ph.D. 


Medical Director, American Heart Association 
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staff, administer and conduct the typical agency program of medical 
and biological research support, professional and public education, 
and community services. The nature and proportion of these vary — 
from one agency to another. Basically, the voluntary health agency 
‘s an expression of man's sense of individual responsibility for the 
welfare of his fellow man. 


Be 1924 the American Heart Association was organ- 
ized and incorporated as a national body with member- 
ship limited to physicians primarily interested in cardi- 
ology. During this period, affiliated heart associations 
were organized in New York City, New England, Phil- 
adelphia, and Chicago. 

The original aims of the American Heart Associa- 
tion were the gathering, dissemination and application 
of knowledge concerning cardiovascular function and 
disease; the encouragement of cardiac clinics; coopera- 
tion with other health organizations; and the establish- 
ment of local heart associations and committees to 
implement these objectives. 

The professional education activities of the early 
AHA included an annual scientific meeting, the publi- 
cation of a scientific journal, and the development of 
standards for the guidance of the medical profession in 
relation to cardiovascular disease. 

In 1935 a Section on Peripheral Vascular Diseases 
was formed (which today is the Council on Circula- 
tion), thus giving formal recognition to the comple- 
mentary relationship of the peripheral circulation and 
cardiology. At the same time membership was broad- 
ened to include not only clinics, but anatomists, bio- 
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chemists, public health workers 
and surgeons. 


Public support 


During the late 1930’s the 
physician leaders of the Associa- 
tion concluded that the conquest 
of cardiovascular disease required 
the support and participation of 
the public as well as physicians 
and scientists. World War II de- 
layed plans for re-organization, 
but in 1948, with the help of lay 
leadership, the American Heart 
Association became a national 
voluntary health agency similar 
to the National Tuberculosis 
Association and the American 
Cancer Society.* 

Lay men and women were 
welcomed to membership in the 
American Heart Association and 
on its Board of Directors as part- 
ners in the campaign against 
heart disease. Soon, substantial 
nation-wide financial contribu- 
tions to the Association permit- 
ted the expansion of research, 
education, and community serv- 
ice in the cardiovascular field. 

Under the new organization, 
the Association established scien- 


*In 1948, leaders of the Association 
played an important role in the establish- 
ment by Congress of the National Heart 
Institute; the Institute and the Associa- 
tion have collaborated closely in their 
programming ever since. 


tific councils on community sery- 
ice and education, rheumatic 
fever and congenital heart dis- 
ease, clinical cardiology, circula- 
tion, and cardiovascular surgery. 

In 1950 the American Foun- 
dation for High Blood Pressure 
Research which had functioned 
as an independent agency for 
four years, became the Council 
for High Blood Pressure Re- 
search of the Association. 

In 1954 the Council on Basic 
Science was established, and in 
1959, the American Society for 
the Study of Arteriosclerosis 
affiliated with the Association as 
its Council on Arteriosclerosis. 


Membership 


During the past ten years, 
affiliate heart associations have 
been organized in all states as 
well as in Puerto Rico. Member- 
ship of the American Heart Asso- 
ciation and its affiliate associa- 
tions is 35,900, of whom 20,500 
are physicians, medical scientists 
and members of other health pro- 
fessions, and 15,400 are laymen. 

The budget of the Association 
has grown from less than $100,- 
000 before re-organization to 
more than $22,000,000 for the 
year 1958-59. Most of this money 
is contributed by the public dur- 
ing the Heart Fund Campaign of 
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Objective 


The primary and ultimate ob- 
jective of the American Heart 
Association and its affiliate heart 
associations is the conquest of 
cardiovascular disease. The key- 
stone of the plan to achieve this 
is the support of biological and 
medical research to an ever- 
increasing degree. 

Highly important also are the 
AHA’s professional and public 
education and community serv- 
ice programs which are designed 
to effect maximum utilization of 
knowledge already available, but 
without direct service to patients. 


Organization 


The AHA is democratically 
organized with the voice of its 
professional membership at least 
equal to its lay membership. 
Since the program is basically 
medical and scientific, the Asso- 
ciation leans most heavily upon 
its physician and professional 
membership for guidance. 

Lay membership has predomi- 
nant responsibility for fund rais- 
ing, business management, and 
public relations. However, there 
is no sharp line between profes- 
sional and lay members in re- 
gard to functions and responsibil- 
ities. The basic criterion is the 
effectiveness of members in fur- 
thering the aims of the Associa- 
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tion. Frequently physicians assist 
in problems of administration 
and lay volunteers sometimes 
contribute importantly to med- 
ical programming. 


Assembly 


The most broadly representa- 
tive body of the American Heart 
Association is the Assembly 
which convenes for two days 
each year at the time of the An- 
nual Meeting. 

Through panel sessions, the 
Assembly discusses policy mat- 
ters and other problems and 
makes recommendations affect- 
ing Association welfare to the 
Board of Directors. 

The basic importance of the 
Assembly is indicated by its 
power to elect the officers and 
Board of Directors of the Asso- 
ciation. The Assembly includes 
delegates chosen by affiliate heart 
associations and elected by the 
scientific councils. 

Of Assembly delegates, includ- 
ing officers and Board members, 
286 are physicians, medical scien- 
tists and*other health profes- 
sionals and 150 are laymen. 


Officers, directors 


The officers of the Association 
are a president, president-elect, 
nine vice-presidents, a secretary 
and a treasurer. The president, 
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president-elect and six of the 
vice-presidents are physicians or 
medical scientists. This year the 
president is Dr. Francis L. Cham- 
berlain of San Francisco and the 
president-elect, Dr. A. Carlton 
Ernstene of Cleveland. 

The Board of Directors is com- 
posed of 117 members elected 
by the Assembly from the nomi- 
nees of affiliate heart associations 
and of the scientific councils. 
Like the Assembly, the Board is 
broadly representative of all 
areas of professional and lay 
interest in the heart movement. 
This year there are 67 profes- 
sional members and 50 lay mem- 
bers on the Board. 

The Board is the governing 
body of the Association and its 
enactments become the policies 
and program of the Association, 
although they are subject to re- 
view by the Assembly. The Board 
elects its chairman who presently 
is Mr. Bruce Barton of New York 
City. 


Committees 


The principal committees of 
the Board are Nominating, Bud- 
get (which scrutinizes and ap- 
proves the budget), Finance 
(which determines that money is 
available for the proposed budget 
and recommends fiscal policies), 
Awards, Assembly Planning, 


Public Relations, Fund Raising, 
and Policy. 

Physicians or medical scientists 
are members of all of these com- 
mittees and are usually chairmen 
of those which are most con- 
cerned with medical and scientific 
programming, namely, the Nomi- 
nating, Budget, Awards, and 
Policy Committees. The officers, 
Board of Directors and commit- 
tees are served by Mr. Rome A. 
Betts, Executive Director and the 
staff of the General Services 
Division of the Association, with 
assistance where necessary from 
the medical director and the staff 
of the Medical Division. 

From the standpoint of the ob- 


jectives of the Association, the § 


most important committee report- 
ing to the Board of Directors and 
its Executive Committee is the 
Central Committee for Medical 
and Community Programs. This 
Committee initiates, guides and 
reviews medical and community 


programs of the AHA and affili- 


ates. 

The Central Committee is 
chaired by the immediate past- 
president of the Association, who 
this year is Dr. Robert W. Wil- 
kins of Boston. 

The Committee is composed of 
the chairmen of the eight AHA 
scientific Councils, five chairmen 
of the principal committees of 
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the Council on Community Serv- 
ice and Education (the largest 
and most diversified of the Coun- 
cils), the chairmen of the four 
standing committees of the Cen- 
tral Committee, seven members 
at large and the officers of the 
Association, ex officio. 

Under Central Committee su- 
pervision, the medical and com- 
munity programs of the Associa- 
tion are implemented by the four 
standing committees on Research, 
Scientific Sessions, Professional 
Education, and Publications, and 
by the eight Councils of the 
Association. The Central Com- 
mittee and its committees and 
councils are served by the med- 
ical director and staff of the 
Medical Division. 

Research 


The Research Committee is 
composed of twelve members 
elected by the Central Commit- 
tee. Each scientific council is 
represented on the Research 
Committee and there are five 
members at large. The term of 
membership is five years and the 
terms are staggered. A Research 
Committee member is ineligible 
for re-election and may not 


serve on the research committee 
of any other organization during 
his AHA tenure. 

The Research Committee is 
responsible for the expenditure 
of more than half of the budget 
of the National Office and also 
advises affiliate heart associations 
in relation to their research pro- 
grams. 

Research support by the AHA 
and affiliates totaled more than 
$8 million this year, of which 
more than $3 million was allo- 
cated by the National Office and 
$5 million by affiliates. 

Approximately half of the 
national research funds support 
fellowships, which this year in- 
cluded 58 research fellows, 32 
advanced research fellows, 83 
established investigators, and 6 
career investigators. The last 
category was pioneered by the 
American Heart Association. 

The other half of national re- 
search funds is allocated as 
grants-in-aid, of which there were 
236 this year. 

One-third of AHA grants-in- 
aid are for basic research, one- 
third have basic implications, and 
one-third are classifiable as ap- 
plied research. 


This article will be concluded in next month’s issue. 
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Ase profile,’ a 42-year-old truck driver and mover injured his back 
hile moving a piano. The pain radiated from the sacral region down to 
-he region of the Achilles tendon on the right side. X-rays for ruptured 
cise revealed nothing pertinent. The day of the injury he was given 
‘rancopal immediately after the.physical examination. Although 100 to 
200 mg. three times a day were prescribed, the patient on his own re- 
sponsibility increased the dosage of Trancopal to 400 mg. three times 
« day. This dosage was continued for three days and then gradually 
reduced over a ten day period. During this time, the patient continued 
to drive his truck. The muscle spasm was completely controlled and no 
apparent side effects were noted. 

For the past six months, the patient has taken Trancopal 100 to 200 mg. 
as needed for muscle spasm, particularly during strenuous days. 


Indications '* Musculoskeletal: Low back pain (lumbago, etc.) / Fibrositis / 
Neck pain (torticollis) / Ankle sprain, tennis elbow / Bursitis / Rheumatoid 
arthritis / Myositis / Osteoarthritis / Postoperative muscle spasm / Disc 
syndrome. Psychogenic: Anxiety and tension states / Asthma / Dysmenor- 
rhea / Angina pectoris / Premenstrual tension / Alcoholism. 

Now available in two strengths: Trancopal Caplets®, 100 mg. (peach colored, 
scored), bottles of 100. New strength — Trancopal Caplets, 200 mg. (green 
colored, scored), bottles of 100. 

Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symp- 
toms occurs in from fifteen to thirty minutes and lasts from four to six hours. 
References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. Pract. J. 
4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central muscle relaxant, 
chlormezanone (Trancopal), Scientific Exhibit, Meeting of the International College of Sur- 
geons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical evaluation of a new muscle 
relaxant (chlormethazanone), J. Indiana M. A. 52:1134, July, 1959. 5. Mullin, W. G., and 
Epifano, Leonard: Chlormezanone, a tranquilizing agent with potent skeletal muscle relaxant 
properties, Am. Pract. Digest Treat. 10:1743, Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone 


(Trancopal) in the treatment of dysmenorrhea; a preliminary report, Current Therap. Res. 
1:59, Oct., 1959. 
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THE FIRST TRUE “TRANQUILAXANT” 
withnop 


A | 
for our readers 


The conventions of the presentation of advertising material on pharmaceuticals 
are related to certain ethical and practical considerations. This guide should be 
of help to all our readers in an understanding of the advertising material 
contained herein. Unless it is stated to the contrary: 


All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and other 
considerations for this are obvious. 


Illustrative material such as dummy prescription 
blanks, hospital charts, calling cards, memos, etc., 
are presented as dramatizations. 


Composite case histories, drawings and/or photo- 
micrographs are often presented to convey typical 
clinical indications but unless stated to the con- 
trary are constructed as illustrative cases or 
situations. 


Physical limitations of space in journal advertising 
make the presentation of all relevant data imprac- 
tical; therefore, it is suggested that for suitable 
background on dosage indications and contraindi- 
cations the standard package insert or more exten- 
sive background data be consulted. 


The acceptance of material for advertising is based upon several criteria; for 
example, in respect to safety, all new drugs are required to correspond with the 
accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians with 
any advertisements be called to the attention of the editor, with a duplicate 
copy of the letter to the pharmaceutical house whose advertisement is the 
subject of the letter. 
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“When chlorothiazide is used, lower and, 
hence, less toxic dosages of other 
antihypertensive agents become effective 
in controlling blood pressure. 
Chlorothiazide does not reduce 

blood pressure in normotensive 
subjects, although the drug induces 

the same increase in salt excretion.” 


Freis, E.0.: J.A.M.A. 169:105, (Jan. 10) 1959. 


Desage: One 250 mg. tablet DIURIL b.i.d. to 
one 500 mg. tablet DIURIL t.i.d. 


RIL 


CHLOROTHIAZIDE 


a continuing 

and consistently 
outstanding record 
of safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


¥ MERCK SHARP & DOHME 
@> Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., Inc. 
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Orctotrice and gynecology 
combines the advantages of the 
referral and non-referral speci- 
alty. Many obstetric patients will, 
of course, be referred, but, as 
with the general practitioner, 
many will be referred by other 
patients. 

Although most of the typical 
practice will be in obstetrics at 
first, these patients will provide 
the gynecologic patients which 
the obstetrician will treat in the 


Obstetrics and Gynecdlogy: 


AY 


\ 
A surgical specialty with 
a lively past offers an 
exciting future to the 
physician trained _ in 
its many techniques 


future. Another great advantage 
is the type of patient. They are 
usually yqung, optimistic, and 
pleasant. 

The youth and apparent good 
health of the patient also has its 
drawbacks—for seemingly ll 
things in obstetrics should end 
well. This is not the case, how- 
ever. A patient with a mild tox- 
emia is admitted and the family 
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Within 30 minutes, 
© Pyridium’s unusually prompt 
analgesic action will 
spare needless pain and help 
=overcome resistance to. 
© Grological procedures. When 
prescribed for home use, 
Pyridium encourages more 
-normal micturition 
removing the penalties 
pain and burning. 
“posacE: Adults: 2 tablets, 
(100 mg. each), three times 
daily, before meals, 
Children 9 to 12 years: 
I tablet three times daily... 
before meals. 
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“If a man be brilliant, 


let him be a physician; 
if clever, a surgeon; 


and, if both, an obstetrician.” 


reassured. She should respond to 
treatment; but she does not. The 
result, a dead baby—possibly 
the mother too. Explain that to 
yourself, to the family, to the 
medical student, who in ignorant 
bravado is told “obstetrics is just 
catching babies.” 


If you are looking for high 
drama, watch a mid-forceps de- 
livery. All the operator can 
think as he deftly (and sometimes 
not so deftly) manipulates the 
forceps is—would a section have 
been better? Am I damaging the 
baby? Did I rupture the uterus? 
Success is taken for granted. 
There are no small mistakes. In 
obstetrics every mistake is a 
catastrophe. 

At the midnight meal when 
everyone is tired and the residents 
vent their spleen, you hear many 
enlightening things. The medical 
residents complain that internal 
medicine is not a specialty—just 
high priced G. P.’s treating neu- 
rotics all through the day. There 
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are no esoteric illnesses in prac. 
tice—and the occasional one js 
invariably admitted to the charity 
hospital at the end of expensive 
and often futile treatment. 


Surgeon 


The surgeon is not much hap- 
pier. After a long and arduous 
residency, doing heroic opera- 
tions, he has the prospect of those 
barren years. Those years when 
he thanks the lord because a 
bunionectomy or an I & D ofa 
paronychia is referred. The older 
surgeons refer their failures or 
terminal carcinoma patients in 
the hope that youth (and what 
surgeon who has completed a 
residency is young) might help 
them. 

Then there are the “narrow 
and restricted” specialties—anes- 
thesiology, ophthalmology, der- 
matology, but in these one never 
knows the whole patient, never 
really can one be the patient's 
physician. Or so goes the talk. 

Yes, the OB resident is king 
at the midnight meal. His has 
been a full day of surgery, medi- 
cine and even psychiatry. His 
future is bright; there are plenty 
of patients—and soon he will 
think—too many. 

The typical week of the busy 
obstetrician is usually spent in 
the following way. Several morn- 
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ings of the week are used up in 
elective surgery—the remainder 
of his mornings at the office and 
making ward rounds. His after- 
noons are spent at the office. 
However he can call no time his 
own, night or day, for a baby 
waits for no man. His busy rou- 
tine has its compensations—for 
the patients are young and if they 
are ill, the therapy decisive. Also 
group practice and partnership 
arrangements have further light- 
ened the load. 

All in all, his week is a busy 
and interesting one. What really 
makes an obstetrician’s life hec- 
tic are the emergencies, ectopic 
pregnancy, placenta previa, rup- 
ture of the uterus, and a host of 
other catastrophies. In no other 
specialty is one confronted with 
so many of these life or death 
emergencies which demand ac- 
curate diagnosis, rapid decision 
and immediate action. 

There are 2,600 resident posi- 
tions in 477 approved programs 
in the United States today. The 
minimum time to be spent in 
residency to be certified is three 
years or the equivalent. The 
whole time must be utilized in 
the treatment of women. In some 
residency programs, usually a 
year or two longer, time may be 
spent doing abdominal surgery, 
urology, or pathology. 
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In some residencies there is 
ample opportunity to do basic 
work in the laboratory or on the 
ward. There are many fascinating 
and unexplored areas in the fields 
of endocrinology, obstetrical an- 
esthesia, and the medical and 
psychosomatic treatment of gyne- 
cologic disease. However, a good 
residency is primarily intended to 
make the doctor a sound ob- 
stetrician and a knowledgeable 
gynecologist, with mature judg- 
ment. If after three years in resi- 
dency the obstetrician is not 
reverent of the woman in labor, 
then that residency has not ful- 
filled its purpose. If a doctor 
castrates a woman, and at the 
same time is not aware of all the 
patient’s possible future anxieties, 
then the residency has failed in 
its purpose. 


Schedule 


The typical resident in ob- 
stetrics and gynecology spends 
most of his time with patients. 
During the day he is in the clinics, 
often interrupted by an obstetric 
or gynecologic emergency. 

The routine prenatal, post- 
partum clinics and routine gyne- 
cologic clinics are supplemented 
by an obstetric problem clinic, 
fertility clinic, or other as de- 
termined by the specific interests 
of the group. 
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The first year of residency is 
divided into two halves. Six 
months are on the obstetric serv- 
ice, learning the diagnosis and 
treatment of normal and minor 
obstetric problems, the second 
half covers the diagnosis and 
treatment of minor gynecologic 
problems. 

The second year usually em- 
phasizes major obstetric prob- 
lems and the third year puts 
emphasis on the surgical treat- 
ment of gynecologic disease. 


Oldest 


Obstetrics is the oldest of the 
surgical specialties, having its 
origin in the crude midwifery of 
the ancient past. It has only been 
in the last few centuries that the 
male physician has been privi- 
leged to attend at birth. Even 
more recently has it been freed 
of the prudery, superstition and 
reaction which cloaked its early 
days. 

The mother of Hippocrates 
was a midwife and in the Hippo- 
cratic Corpus probably much of 
what is written on sterility, the 
anatomy of the genitals, and the 
process of childbirth was learned 
from his mother. Although a 
great deal of the “Corpus” was 
erroneous—it was a beginning! 
For now these ideas were written 
down and could be transmitted, 
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compared, criticized and enlarged 
upon. In retrospect, although 
much was known at this early 
date, it would be a long way to 
the obstetric knowledge of the 
20th Century. 

Soranus of Ephesus (c. 100 
A.D.) was the first great gyne- 
cologist with many surprisingly 
modern ideas. He had a fairly 
good idea of female anatomy but 
made no mention of the presence 
of the hymen, an enlightening 
omission as to the moral condi- 
tion of the period. 

He described the use of cotton 
and fatty uterine plugs to prevent 
conception but opposed mechani- 
cal abortion. He noted the posi- 
tions of the uterus. He advised 
ligature of the umbilical cord, 
swabbing of the infant’s eyes with 
oil and had many modern ideas 
on the treatment of the puerpera. 

His treatment of threatened 
abortion does not suffer by com- 
parison with the present-day 
treatment as can easily be seen 
by the following: “If, however, 
the death of the fetus is threat- 
ened, in accordance with what we 
indicated in a previous chapter 
(and when, as Hippocrates says, 
the breasts shrink unexpectedly 
and the thighs, as Diocles says, 
turn cold), for even if the fetus 
is in process of separation, one 
should try to prevent its expul- 
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The Upjohn Company 
Kalamazoo, Michigan 


STRADEMARK, REG. U.S. PAT. OFF. 


This is Panalba 


performance 
in 
pneumonia 


... into a mixed culture of 
the three organisms commonly 
involved in pneumonia . . . 
K. pneumoniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus (in 
this case a resistant strain)... 
we introduce the five most 
frequently used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that only 
one of the five leading 
antibiotics has stopped all 
the organisms, including the 
resistant staph! This is 
Panalba. 

In your next pneumonia 
patient . . . in all your 
patients with potentially- 
serious infections . . . provide 
this extra protection with 
your prescription for 


Panalba’ 


(Panmycin® Phosphate plus Albamycin®) 
The broad-spectrum 
antibiotic of first resort 


Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycirn as 

novobiocin. sodium, 

in bottles of 16 and 100. 
Now available: new Panalba 
Half-Strength Capsules in 
bottles of 16 and 100. 


sion. One should order much rest 
and should put the woman to bed 
slightly raised, and should apply 
sea sponges squeezed in diluted 
vinegar on her pubes and loins. 
For in this way miscarriage has 
often been mastered by the use 
of such treatment in recent sepa- 
ration. But if the embryo is dead, 
one must assist complete expul- 
sion by means of relaxing agents.” 
(Owsei Temkin’s—Soranus’ Gy- 
necology). 


Writings 


In the late middle ages ob- 
stetrics was in a sorry state and 
had retrogressed far beyond the 
times of Soranus and Paul of 
Aegina. However, with the Re- 
naissance came a plethora of ob- 
stetric literature and the subject 
of childbirth engrossed all the 
leading physicians of the time. 

“The Byrth of Mankynde,” 
published in 1540, although 
merely a synthesis of Greek and 
Latin thought on the subject, 
achieved an immense popularity. 
This was one of the first compila- 
tions of obstetrical knowledge as 
a system. 

Ambroise Pare was the first 
great proponent of podalic ver- 
sion and stressed his principles 
in his writings in 1573. Jacques 
Guillemeau (1550-1613) in 1609 
recommended Cesarean section 
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on the pregnant woman who had 
just died. In 1595, Scipione Mer- 
curio stated that contracted pel- 
vis was an indication for Cesa- 
rean section. Progress was being 
made, people were discovering 
things and writing them down. 


Mauriceau 


The giant of the obstetric world 
in the 17th century was Francois 
Mauriceau (1637-1709) who 
wrote “Des Maladies des femmes 
grosses et de celles qui sont ac- 
couchees” (1668). In this very 
popular text he describes his 
study of fetal positions, the utero- 
placental circulation and _ lacta- 
tion. He demonstrated the con- 
formation of the female pelvis 
showing that birth could take 
place without separation of the 
bones. Strangulation by the um- 
bilical cord was described and 
he set down a pretty good regi- 
men for the treatment of hem- 
orrhage and placenta previa. 

The 18th century was one of 
great progress for obstetrics. 
Mascagni, Spallanzani, Santorini, 
Haller, and Sandifort made great 
and fundamental contributions to 
the anatomy and physiology of 
reproduction. In clinical ob- 
stetrics, the French were the un- 
excelled masters. Nicolas Puzos 
(1686-1753) advocated bimanual 
examination of the uterus and 
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protection of the perineum at 
delivery. 

Andre Livret (1730-1780) and 
Jean Palfyn (1650-1730) made 
great contributions in the field of 
extrauterine pregnancy and pla- 
centa previa. J. L. Baudelocque 
(1746-1810) laid down the prin- 
ciples of parturition and intro- 
duced antepartum mensuration of 
the pelvis. 

In England, William Smellie, 
(1697-1763) both by personal 
lectures and his “Midwifery” 


(1752), did much to further the 
good practice of obstetrics. Al- 
though these were the giants, 
there were countless others in 
England, France, and elsewhere 
who were making no small con- 


tributions. 


Puerperal fever 


In the first half of the 19th 
century, Ignaz Phillip Semmel- 
weis (1818-1865) got to the basis 
of puerperal fever in “Die Aeti- 
ologie, der Begriff und die pro- 
phylaxis des Kindbettfienbers”. 
Ironically, Semmelweis died, a 
broken and disheartened man in 
an insane asylum from septi- 
cemia and meningitis. His ideas 
were opposed by most of the 
great physicians in Europe and 
the United States and it was a 
long time before his ideas were 
generally accepted. 
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Chloroform 


Another great figure of this 
time was Sir James Y. Simpson, 
who introduced the use of chloro- 
form (1847) into obstetrics. This 
was done against great opposition 
but it received general acceptance 
when Queen Victoria took chioro- 
form in 1853 for the birth of her 
seventh child. 


Section 


Also, a landmark in the 18th 
century was the beginning of 
gynecologic surgery with the per- 
formance of ovariotomy by Eph- 
raim McDowell (1771-1830) who 
removed an ovarian tumor in 
Danville, Kentucky. This was 
done under primitive conditions 
without anesthesia or asepsis, 
while the patient sang hymns. 

Cesarean section was improved 
by Max Saenger who introduced 
the use of sutures and other re- 
finements in 1882. Cesarean sec- 
tion was known hitherto but was 
used only in hopeless cases. It 
took its name from the Lex 
Cesarea which ordered that if a 
mother died, the infant should be 
removed immediately through the 
abdomen. 

The progress made is apparent 
when we note that in London in 
1680 one out of forty-four 
women died in childbirth and 
today only sixteen in ten thou- 
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and. Despite these heartening fig- 
ures, interested physicians are 
still chopping away at the “irre- 
ducible minimum.” 


The Board 


More and more of obstetrics 
and gynecology is being done by 
Diplomates of the American 
Board of Obstetrics and Gyne- 
cology. The Board was founded 
in 1930, consisting of 9 men who 
were chosen by the American 
Association of Obstetricians and 
Gynecologists and abdominal 
surgeons, the American Gyneco- 
logical Society and the Section on 
Obstetrics and Gynecology of the 
American Medical Association. 

The general requirements that 
follow were abstracted from the 
Bulletin of the American Board 
of Obstetrics & Gynecology. The 
same information can also be 
found in the Directory of Medical 
Specialists. For additional in- 
formation, write: 

Robert L. Faulkner, MD, 
Secretary 

American Board of 
Obstetrics & Gynecology 
2105 Adelbert Road 
Cleveland 6, Ohio 

The purpose of the Board is 
“to encourage the study, improve 
the practice, and advance the 
cause of obstetrics and gyne- 
cology, subjects which should be 


inseparably interwoven; and to 
grant and to issue to physicians 
duly licensed by law, certificates 
or other equivalent recognition of 
special knowledge in obstetrics 
and gynecology.” 

The certificate does not confer 
a degree, legal qualifications, 
privileges or license to practice 
obstetrics and gynecology, nor is 
its purpose to limit the profes- 
sional activities of any duly 
licensed physician who is not 
certified by this Board. Also, it 
is not intended by the Board that 
certification be required as a pre- 
requisite to a hospital staff ap- 
pointment. 


Seven years 


An applicant, to be eligible for 
examination, must establish cer- 
tain facts. He must be a physician 
of high moral and professional 
standing, a graduate of an ap- 
proved medical school and must 
have completed an internship or 
its equivalent. He must also have 
completed seven years of training 
and practice after internship to 
include three years of residency 
training in clinical obstetrics and 
gynecology in approved institu- 
tions. A suitable preceptorship 
may be substituted for part of the 
residency. 

An applicant must have two 
years of post-training practice 
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limited to obstetrics and gyne- 
cology, relinquish all other spe- 
cialty certificates and must be a 
full citizen of the United Statés 
or Canada. 

Certain rulings might be noted 
at this point. If a candidate in- 
tends to specialize in either ob- 
stetrics or gynecology, he never- 
theless must show a fundamental 
knowledge of both. It is also rec- 
ommended that a candidate be 
well grounded in the basic sci- 
ences, the specialties within ob- 
stetrics and gynecology and the 
surgical, medical and psychiatric 
aspects of the specialty. 


Armed services 


A candidate who serves in an 
Armed Service hospital will re- 
ceive full training credit if the 
hospital is approved in the spe- 
cialty. If not, and he serves under 
a diplomate of the Board or an 
otherwise qualified obstetrician 
and gynecologist, he will receive 
preceptorship credit. 

If a candidate fulfills the above 
criteria, then he makes applica- 


tion and pays a fee to admit him 
to the examination. 

The examination consists of 
two parts. The first part is com- 
posed of questions on obstetrics 
and gynecology and related basic 
sciences. Also, the candidate 
must submit 20 obstetric and 
gynecologic case reports in con- 
densed form. 

The second part is made up of 
an oral examination before three 
or more examiners to ascertain 
his familarity with recent ob- 
stetric and gynecologic literature, 
the related basic sciences, the 
breadth of his clinical experience, 
and his general qualifications as a 
specialist in obstetrics and gyne- 
cology. The second part also has 
a pathology examination where 
the “candidate is expected to 
identify pathologic specimens and 
microscopic sections.” 

So if you are interested in a 
dynamic specialty whether as an 
educator, investigator, or clini- 
cian, obstetrics and gynecology 
offers practically unlimited op- 
portunities. 
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CAREERS IN MEDICINE 


PHS: Research Programs and 


the Commissioned Corps 


This is the last of three articles 
describing the many activities 
of the Public Health Service. 


A generation ago, few positions 
were available for physicians 
who wanted to devote the major 
part of their time to research. 
Today, this situation has changed 
remarkably. Within the Public 
Health Service alone, there are 
a wide variety of positions avail- 
able to physicians who want to 
do fulltime research and still pro- 
vide the security their families 
need. 

As the principal research cen- 
ter of the Public Health Service, 


Dr. Burney is Surgeon General, U. S. 
Public Health Service, Department of 
Health, Education and Welfare. 
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Leroy E. Burney, M.D. 


the National Institutes of Health 
at Bethesda, Md., employ a per- 
manent staff of about 7000 per- 
sons, including several hundred 
physicians engaged in laboratory 
and clinical research, either as 
PHS Commissioned Officers or as 
Federal Civil Service personnel. 
NIH is thus unique not only in 
size but in its excellent facilities 
and diversity of programs. 

In addition to the permanent 
staff, there is a constantly fluctu- 
ating population of guest scien- 
tists, clinical associates, resi- 
dents, research fellows, consul- 
tants, advisors, lecturers, and vis- 
itors, representing literally every 
professional category in the world 
of clinical medicine and biologic- 
ally oriented science. 

At NIH, extensive laboratory 
and office buildings are aug- 
mented by the Clinical Center, a 
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large research hospital permitting 
direct, sustained integration be- 
tween basic laboratory research 
and study of selected patients. 
The long-term or chronic illnesses 
are the main focus of research 
at NIH. These include heart dis- 
ease, cancer, mental ill- 
ness,, arthritis and the 
metabolic disorders, and 
the neurological and sen- 
sory disorders. Other 
studies are being made of 
allergy and the infectious dis- 
eases, dental and oral diseases, 
and the aging process in humans. 

NIH scientists also test and 
license biologics used throughout 
the world in the prevention and 
treatment of disease. All types of 
medical research conducted today 
are represented in the modern 
laboratories of the National In- 
stitutes of Health. 


Clinical Center 


The clinical dimension of 
NIH’s activities was added in 
1953 when the 516-bed Clinical 
Center received its first patients. 
To achieve better integration of 
the many clinical and laboratory 
disciplines, the clinical programs 
and certain basic laboratories of 
the seven major research insti- 
tutes that comprise NIH share in 
the use of the Clinical Center 
facilities. 


This arrangement includes a 
central hospital services organi- 
zation that assures consistently 
high standards of patient care 
and other services needed for pa- 
tients associated with the clinical 
research projects of the Insti- 
tutes. Today, the hospital 
care program at NIH re- 
sembles that of major 
teaching institutions, with 
added emphasis on clinical 
research. 

Medical and surgical services 
are provided by physicians of the 
Institute in which the patient is 
under study. The standard hos- 
pital services — such as nursing 
care, dietetics, pharmacy, diag- 
nostic x-ray, routine laboratory 
tests, rehabilitation, and social 
services are provided by the Cen- 
ter’s staff. 

Liaison with referring physi- 
cians, medical societies, and hos- 
pital accrediting agencies are 
among other essential activities 
coordinated or carried out by the ¥ 
Clinical Center staff. 

A training program for young 
physicians, designed to provide 
unique experience in clinical in- 
vestigation within the framework 
of a medical organization devoted 
exclusively to research, is in ef- 
fect at the Clinical Center. The 
program encompasses two major 
categories of trainees — residents 
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(called clinical fellows) and clini- 
cal associates. 


Fellows 
At NIH the term fellow applies 


only to those physicians enrolled 
in a formal residency training 
program. Such a program might 
be in the clinical program of one 
of the Institutes, or in one of the 
central departments in the Clini- 
cal Center. Among the central 


departments, Board - approved 


aresidency programs have been 


established in clinical pathology, 
pathological anatomy, and radi- 
ology. 

In addition to these depart- 
ments, several of the Institutes 
have also received specialty board 
approval. Formal residency pro- 
grams exist in internal medicine, 
psychiatry, neurology, and oph- 
thalmology. Appointments to 
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Clinical Center 
of the National 
Institutes 

of Health, 
Bethesda, Md. 


these residencies are usually re- 
served for physicians who have 
obtained one or more years of 
basic specialty training elsewhere, 
preferably in an academic envir- 
onment, and who have demon- 
strated interest and ability in re- 
search. 


Associate 


The term associate applies to 
other young physicians with 
patient care responsibilities at 
the Clinical Center who are not 
in a formal training program. 
Clinical associates are attached 
to each of the Institutes and, like 
the residents, become members 
of the research teams. 

Candidates for NIH assign- 
ments are generally young physi- 
cians and scientists from univer- 
sities in which there are extensive 
research programs in the medical 
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sciences. Many apply upon rec- 
ommendation of their university 
preceptors, frequently as a result 
of conferences between .precep- 
tors and NIH scientists. 

Physicians interested in these 
educational opportunities can ob- 
tain additional information by 
writing Dr. Murray C. Brown, 
Chief, Clinical. and Professional 
Education, Clinical Center, Na- 
tional Institutes of Health, 
Bethesda, Maryland. Appoint- 
ments are made two years in 
advance. Applications for ap- 
pointment in 1962 will be ac- 
cepted between March and June 
of 1960, and candidates will be 
notified by November. 


Research associates 


In 1957 another type of op- 
portunity for physicians was de- 
veloped. Each year about 10 
physicians who have finished. in- 
ternship or one year of residency 
training are appointed to posi- 


tions in laboratory research. 
They are carefully matched, af- 
ter a series of conferences, with 
a preceptor who is a leading in- 
vestigator in a field of their in- 
terest. Their immediate instruc- 
tion and supervision is supple- 
mented with 150 hours of 
planned basic science courses and 
seminars. Selection is based on 


demonstrated potential and inter. 
est in basic research. Appoint. 
ments are made two years in ad- 
vance. 


Rocky Mountain Lab 


Established to study and bring 
under control the spotted fever, 
which in the early years of this 

Seeatury plagued the Rocky 
‘Mountain area, the NIH field sta- 
tion of NIH at Hamilton, Mon- 
tana, continues to fulfill its re- 
sponsibilities to the western re- 
gion of the United States. It is 
also a world center for research 
on the rickettsial diseases, includ- 
ing Q Fever, and for work on 
Colorado Tick Fever and such 
mosquito-borne diseases as West- 
ern Equine Encephalitis. 

A number of fungi are also un- 
der investigation, including some 
that thrive in dry climates. Con- 
trol of these, and indeed many 
diseases, rests on knowledge of 
ecology, epidemiology,  patho- 
genesis, and immunology. Basic 
research is also carried on in the 
development and field evaluation 
of vaccines. 

The PHS medical officer at the 
Rocky Mountain Laboratory is 
not only engaged in profession- 
ally rewarding work but also has 
the recreational opportunities for 
hunting and winter sports. 
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THORAZINE* 
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so has ) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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PHS psychiatrist studies activity of emotionally disturbed children at Clinical Center. 


Panama Canal 


In a cooperative effort with 
the Army, the Gorgas Memorial 
Institute, the Central American 
governments, and other groups, 
including the World Health Or- 
ganization, the Public Health 
Service (through the National In- 
stitutes of Health) has assigned 
physicians, virologists, and other 
specialists to a Middle America 
Research Unit (MARU) to study 
virus and fungal diseases which 
occur endemically tropical 
zones and may occur epidemically 
in the temperate zones. 


MARU provides the PHS spe- 
cialists with an ideal setting for 
studying the diseases in their nat- 
ural setting on a year-round 
basis. 


Communicable disease 


The Communicable Disease 
Center (CDC) at Atlanta, Ga. 
is a national resource in the fight 
against communicable disease, 
serving as a center of specialized 
knowledge and employing spe- 
cialists in many fields whose ex- 
perience is drawn upon by States, 
communities, national and inter- 
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national organizations, and other 
groups requiring expert advice 
and assistance in meeting health 
problems. 

The CDC staff includes physi- 
ciarfs, nurses, veterinarians, engi- 
neers, scientists, laboratory work- 
ers, training officers, and other 
specialists. Some are commis- 
sioned officers and others are civil 
service personnel. 

Disease or disaster anywhere 
in the United States — an epi- 
demic in Idaho, or a flash flood 
in Texas — is the alarm that 
arouses CDC to action. Each 
team of specialists sent to answer 
these calls is tailored to fit a par- 
ticular need. For example, if in- 
formation reported to CDC sug- 
gests an outbreak of infectious 
hepatitis, medical epidemiologists, 
clinical pathologists, and sanitary 
engineers are part of the team. 
An outbreak of suspected psitta- 
cosis would require the services 
of epidemiologists and public 
health nurses. 

The opportunities for physi- 
cians at CDC, therefore, can be 
found in field study and labora- 
tory investigation of communi- 
cable diseases and their control; 
in demonstration, advisory serv- 
ices, and training; and in epi- 
demic and disaster aid programs. 
The work of this vital center is 
diverse and far-flung. 


Arctic Center 

The arctic regions contain the 
largest land mass to which the 
growing population of the earth 


can expand. In large measure, 


the population and development 
of these areas is dependent upon 
solution of the problems of low- 
temperature areas which affect 
health. Ground permanently 
frozen hundreds of feet deep, ex- 
treme temperature, and prolonged 
periods of light and dark influ. 
ence the life of plants, animals 
and man. These areas are char- 
acterized by a fauna that is a res- 
ervoir of parasites, unfamiliar bi- 
otic relationships, and an etiology 
of important zoonotic diseases 
that differs from those of temper- 
ate climates. 

Medical officers and other spe- 
cialists of the Public Health Serv- 
ice at the Arctic Health Research 
Center, Anchorage, Alaska, are 
seeking to expand our knowledge 
of the health problems of low- 
temperature areas and to discover 
new methods for meeting them. 


Engineering 

The Robert A. Taft Sanitary 
Engineering Center, Cincinnati, 
Ohio is a national laboratory for 
research, specialized technical as- 
sistance, and advanced training 
activities designed specifically for 
developing new and improved 
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Doriden offers sound, restful sleep for patients who are sensitive 
to barbiturates, elderly patients, patients with low vital capacity 
and poor respiratory reserve and those who are unable to use bar- 
biturates because of hepatic or renal disease. The onset of sleep 
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8 hours. Except in rare cases, there is no “hangover” or “fog,” 
because Doriden is rapidly metabolized. : * 
Tablets, 0.5 Gm.;0.28 Gm.;0.125Gm. Doriden 


(glutethimide ¢iBA) 


SUMMIT, N. J 
2/2720 MK 


| 
ledge 
low- 
over 
— 


methods in the field of environ- 
mental sanitation. Its research 
programs are directed toward 
techniques in the fields of water 
supply, water pollution control, 
sewage and industrial waste dis- 
posal, radiological health, air 
pollution, and milk and food 
sanitation. The results of this re- 
search are made available to pro- 
fessional personnel in state and 
local health and control agencies 
responsible for conducting pro- 
grams in these fields. 

For additional information 
about research assignments in the 
Public Health Service, write to: 
Surgeon General, U. S. Public 
Health Service, Washington 25, 
D. C. Attention: Division of 
Personnel. 


Public Health Service 
Commissioned Corps 


The Commissioned Corps of 
the Public Health Service is a 
professional career organization 
of medical, health, and related 
personnel. It is one of the seven 
uniformed services of this’ coun- 


Presidential appointments, a 
system of regular promotion, 
agreement to serve wherever the 
needs of the Service require, rank 
and tenure comparable to those of 
the Army, Navy, and Air Force 
—these and other characteristics 
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of the Corps have had a proved 
and continuing appeal to profes. 
sional people through the years, 
The pattern of the Corps, as to 
obligations, pay, and allowances, 
is similar to that of the Armed 
Forces. 

The Public Health Service has 
come to be held in high regard 
by the health and medical pro- 
fessions throughout this country 
and around the world. The Sery- 
ice’s outstanding record of 
achievement as the health arm of 
the Government in both peace 
and war is a tribute to the joint 
efforts of its commissioned and 
civil service personnel. 

The Commissioned Corps has 
a Regular and a Reserve com- 
ponent. Officers of the Regular 
Corps are selected after profes- 
sional examination and are ap- 
pointed by the President, by and 
with the consent of the Senate. 
Officers of the Reserve Corps are 
appointed by the Secretary of 
Health, Education, and Welfare, 
on behalf of the President. The 
Corps is directed by the Surgeon 
General, who is also chief ex- 
ecutive of the Public Health Serv- 
ice. The Surgeon General’s rank 
is equivalent to that of the Sur- 
geon General of the Army, Navy, 
and Air Force. 

Appointments in the Regular 
Corps are made from nation-wide 
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Team of clinical fellows performs surgery. 


competitive examinations and the 
successful medical candidates are 
usually commissioned in the 
grade of Senior Assistant Sur- 
geon, a PHS officer grade equiva- 
lent to Navy Lieutenant, Army 
Captain. 


Assignments 

Officers on active duty may ex- 
pect assignments in many parts 
of the United States and possibly 
overseas. Where feasible, how- 
ever, the professional interests 
and special competencies of both 
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Regular and Reserve officers are 
taken into account when assign- 
ments are made. 

Rotation of medical officers 
among assignments in the Service 
follows the principle that the de- 
velopment of a person’s profes- 
sional acumen, and his ability to 
face situations and make deci- 
sions involving many factors, 
reaches its greatest effectiveness 
in the person who has had pro- 
gressively increasing responsibili- 
ties in a variety of situations. 
Among PHS medical officers, 
professional competency and 
breadth of experience are in- 
creased through a variety of as- 
signments leading to profession- 
ally rewarding responsibilities. 


Entrance 


There are several ways a medi- 
cal student or young physician 
may enter the Commissioned 
Corps: 

e Through the Commissioned 
Officer Student Training and Ex- 
tern Program (known as CO- 
STEP), available to second and 
third year medical students who 
apply for reserve commissions 
and active duty during vacation 
periods. 

e Through the medical intern 
program in Public Health Service 
hospitals affiliated with major 
teaching centers. Interns hold 
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Mot only curbs the desire 


o nibble, but also 


m™vercomes the emotional 


stresses of dieting 


‘Dexamyl’ Spansule* sustained release capsules control appetite all 
day long with a single oral dose—between meals as well as at meal- 
times. Equally important, ‘Dexamyl’ provides a positive mood im- 
provement that overcomes the stresses, tensions and anxiety usually 
associated with dietary regimens. 


Should your patient be particularly listless and lethargic, Dexedrinet 
‘Spansule’ capsules will curb appetite all day long and also provide a 
gentle stimulation that encourages optimism and energy. 


+ 


1) SMITH KLINE & FRENCH LABORATORIES 


S. Pat. Off. 
.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


: 
tT.M. Reg. 


Reserve commissions equivalent 
to Navy Lieutenant (j.g.) or 
Army First Lieutenant and enjoy 
many of the rights and privileges 
of other Public Health Service of- 
ficers on active duty. 

e As a general duty medical 
Officer, in the grade of Senior As- 
sistant Surgeon, following one 
year’s internship either at a PHS 
hospital or at an approved hos- 
pital outside the Service. 

® As a clinical resident in 
training at a PHS hospital or the 
Clinical Center of the National 
Institutes of Health; or as a pub- 
lic health resident on assignment 
to a state health department. 
Officer program 

COSTEP was initiated by the 
Public Health Service to familiar- 
ize undergraduate professional 
students with activities of the 
Service. Students are commis- 
sioned as Junior Assistant Health 
Services Officers (Navy Ensign, 
Army 2nd Lieutenant) and 
called to active training duty dur- 
ing vacation periods. When the 
two to four months of active duty 
are over, their commissions are 
inactivated, perhaps to be reacti- 
vated during another vacation 
period. Medical students are 
eligible after two years of pro- 
fessional training. 

Applications for COSTEP are 


made to the Surgeon General, 
U.S. Public Health Service, 
Washington 25, D.C. Attention: 
RP-Division of Personnel. A spe- 
cial folder on COSTEP is avail- 
able upon request. 


Officer deferment 


The Commissioned Officer 
Residency Deferment (CORD) 
Program is one method by which 
the Public Health Service obtains 
physicians with specialty train- 
ing, such as psychiatrists, path- 
ologists, radiologists, orthopedic 
surgeons, general surgeons, and 
internists. These and others rep- 
resent a group of specialists for 
which the Service has a continu- 
ing need. 

CORD is for candidates who 
in their intern year may apply for 
a Public Health Service Commis- 
sion, requesting deferment from 
the Selective Service System to 
continue their training as a resi- 
dent in a hospital of their choice. 
This may be done simultaneously 
with application for appointment 
as a resident in a specific PHS 
hospital, or as a clinical fellow or 
clinical associate at the National 
Institutes of Health. 

If both applications are ap- 
proved, the applicant is assured 
that his military obligation will 
be deferred and that he will be 
called to active duty to serve 
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upon satisfactory completion of 
the residency training period. 

Many physicians accept defer- 
ment to advance their training 
and then serve two years with the 
Service. In some instances, they 
can arrange for specific assign- 
ments by personal conference be- 
fore accepting a commission. A 
special folder on the CORD pro- 
gram is available from the PHS 
upon request. 


Requirements 

All medical applicants for ap- 
pointments to the Commissioned 
Corps must: 

¢ Be citizens of the United 
States and at least 21 years of 
age 

e Be a graduate or senior stu- 
dent of an accredited medical 
college 

© Be physically qualified 

¢ Submit official transcripts 
covering undergraduate and pro- 
fessional study. Applicants 
should have their college or uni- 
versity forward these documents 
to the Surgeon General; Atten- 
tion: Division of Personnel 

Submitting an application does 
not obligate an applicant or the 
Service. Its primary purpose is 
to enable the Service to evaluate 
the applicant’s qualifications for 
appointment and to consider as- 
signments in which professional 
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Radiology: vital adjunct of NIH research, 


training and experience can be 
applied most effectively. 

Physicians now holding com- 
missions in the Armed Forces 
must obtain a release before they 
can be appointed to the Public 
Health Service Commissioned 
Corps. 


Draft obligation 

Draft registrants can fulfill 
their Selective Service obligation 
by serving two years of active 
duty in the Commissioned Corps. 
Such active duty satisfies the draft 
obligation in the same manner as 
active duty with the Army, Navy, 
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PAY AND ALLOWANCES 


Under RENTAL? SUBSISTENCE: 
2 yrs. Over Depend- Without 
GRADE service 4 yrs. ents Dependents 
Jr. Asst. Health Services 
Officer (student) .. $ 85 $68 $48 
(Applicable only COSTEP participants) 
Asst. Surgeon (Intern) $370 $ 94 $77 $48 


Senior Asst. Surgeon 


? Not subject to Federal Income Tax. 
* Not subject to Federal Income Tax. 


*Plus an additional $100 a month incentive pay, which is increased to $150 upon 
completion of two years active duty as a medical officer (includes one year as an 
intern) in the PHS or in one of the Armed Services prior to appointment in PHS. 


$415* 


* The four years of medical school are creditable. 


and Air Force. Periods of intern- 
ship or training under certain 
student programs (such as CO- 
STEP) are not considered part 
of the two year period of active 
service required under the Uni- 
versal Military Training and 
Service Act. All males under 26 
years of age are draft eligible. If 
they have received a deferment 
since June 19, 1951, they remain 
subject to induction until they 
are 35. 


Pay and allowances 


Monthly pay and allowances in 
the entrance grades for medical 
officers (including medical stu- 
dents in COSTEP), based on 
cumulative years of service (in- 


cluding medical school), are as 
shown in the table. 

The pay table shows that a 
married intern, with the grade 
of Assistant Surgeon, currently 
earns a gross salary of $6144 a 
year, and his rental and sub- 
sistence allowances are tax free. 
A senior Assistant Surgeon with 
dependents, following internship 
in the Service and one year of 
active duty as a PHS medical 
officer, receives nearly $9000 a 
year, including tax-free rental and 
subsistence allowances. 

In addition to the special in- 
centive pay described in the foot- 
note to the pay table, PHS medi- 
cal officers receive automatic 
length-of-service pay increases 
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EQUIVALENT GRADES 


PHS NAVY 
Asst. Health Services 
Officer (Student) Ensign 


Assistant Surgeon 


Lieutenant (j.g.) 


ARMY OR AIR FORCE 


Second Lieutenant 
First Lieutenant 


sr. Asst. Surgeon Lieutenant Captain 

Surgeon Lieut. Commander Major 

Senior Surgeon Commander Lieutenant Colonel 

Medical Director Captain Colonel 

Asst. Surgeon General Rear Admiral Brigadier or Major General 


(upper or lower half) 


throughout their career service.* 
Thus, a medical officer with de- 
pendents and 10 years of active 
duty, holding the grade of Sur- 
geon (Navy Lieutenant Com- 
mander, Army Major) currently 
receives nearly $12,000 a year. 
A medical officer in the Director 
grade, with dependents and 22 
years of active duty, currently re- 
ceives a gross income of over 
$17,000 a year. 

All officers receive numerous 
benefits which eliminate certain 
personal expenses that physicians 
outside the Corps must bear. 

The grades and salaries of 
Public Health Service medical of- 
ficers are comparable to those of 
commissioned officers in the 
Armed Services, shown in the 
above chart. 


* Prior service as a medical officer in 
the Armed Forces is credited. 
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In addition to pay and allow- 
ances, Public Health Service of- 
ficers receive valuable medical 
benefits for themselves and their 
dependents, annual leave and sick 
leave with pay, retirement pay, 
disability retirement pay, annui- 
ties for survivors (plus a 6-month 
death gratuity up to $3,000), So- 
cial Security benefits for disabil- 
ity, age and survivors. 

Retirement pay after 30 years 


- of service is three-fourths of an- 


nual base pay at the time of re- 
tirement. Regular Corps officers 
contribute no part of their sal- 
aries toward retirement pay. 
Additional information about 
medical careers in the Public 
Health Service may be obtained 
by writing to: 
The Surgeon General, U.S. Pub- 
lic Health Service, Washington 
25, D.C. Attention: Division of 
Personnel. 
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Doctor’s Name? 


in Schweisen, Germany, 
on July 29, 1840, he is said to 
be a descendant of the biblical 
editor of the prophecies of Jere- 
miah. 

He emigrated to the U.S. at 
15 to avoid conscription into the 
Prussian Army, settling in Cam- 


den, South Carolina. He at 
tended South Carolina Medical 
College in Charleston and Medi- 
cal College of Virginia in Rich- 
mond. After graduation from 
medical school, the Civil War in 
progress, he joined the Third 
Battalion, South Carolina Infan- 
try, on April 4, 1862, as an As- 
sistant Surgeon. 

He was captured twice, at An- 
tietam and Gettysburg, and was 
imprisoned at Fort McHenry at 
the War’s end. On Nov. 27, 
1867, he married Isabel Wolfe. 
They had three sons. The family 
moved to New York in 1881. 
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| ergotamine-induced nausea 
TRADEMARK Supplied: ‘Migral’ tablet: 
‘Marezine’* brand Cyclizine 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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He became the first Professor 
of Hydrotherapy in this country, 
eceiving the appointment at Co- 
lumbia University. In 1892 he 
wrote “The Uses of Water in 
Modern Medicine” and in 1898 
“The Principles and Practice of 
Hydrotherapy.” He introduced 
the Brand treatment of typhoid 
fever by full baths. 

In 1888 he insisted on opera- 
tion in a case of appendicitis, said 
to be the first performed in this 
country. He sponsored free pub- 
lic baths as Chairman of the 
Committee on Hygiene of the 
New York County Medical So- 


ciety and his crusade led to the 
opening of the Rivington Street 
baths in 1901, the first of their 
kind. 

His son Herman, also a physi- 
cian, became a successful Wall 
Street financier and American 
Ambassador to Portugal and 
Holland. His son Bernard, at 88, 
millionaire Wall Street financier, 
philanthropist and benefactor of 
hospitals and varied charities, is 
an almost legendary unsalaried 
statesman and advisor to presi- 
dents. He died on June 3, 1921. 
Can you name this doctor? An- 
swer on page 171. 
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am MONTHLY FEATURE 


These questions were prepared especially 
for RESIDENT PuysiIcian by the Profes- 
sional Examination Service, a division of 


the American Public Health Association. 


Answers will be found on page 171. 


1. The etiology of median \ found on the: 


rhomboid glossitis is: \ A) Lips. 
A) Rhinoscleroma. \ B) Gingiva. 
B) Penicillin Troches. - C) Tonsils. 
) Unknown. D) Palate. 


D) Tuberculosis. 
E) Syphilis. 


HE) Tongue. 
4. Deep-seated pain in the ear 


2. The anticoagulant action of 294 mastoid region, with herpes 
heparin can be inhibited by: of the auricle, external auditory 


A) Serum. 
B) Prothrombin. 
C) Calcium salts. 


~  D) Fibrinogen. 


jE) Protamine. 


canal, and tonsillar region, and 
often lymphocytosis of the cere- 
brospinal fluid, indicates inflam- 
mation of the: 

A) Trigeminal ganglion. 

B) Ganglion of auerbac 


3. Over one-half of the lesions 4C) Geniculate ganglio 
of tuberculosis of the mouth are ~- D) Gasserian ganglion. 
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E) Acoustic ganglion. 


5. A cyst occurring in a finger | 


at or near the site of a previous 


crushing or lacerating wound | 


would most likely be diagnosed 


A) Dermoid cyst. 

B) Epidermoid cyst 
C) Retention cyst. 
D) Sebaceous cyst. 


E) Teratoid cyst. 


6. In a case of gas gangrene 
the prognosis is best when the 
process is confined to the: 

A) Buttock. 

B) Back. 

C) Leg. 

D) Shoulder. 

E) Thigh. 


7. The third plane of the third 
stage of surgical anesthesia is 
characterized by: 

A) Slow regular respiration, 
slightly dilated pupils, marked 
movement of the eyeballs and the 
presence of corneal reflexes. 

B) Irregular thoracic breath- 
ing, widely dilated pupils, marked 
movement of the eyeballs and the 
presence of corneal reflexes. 

C) Weak, shallow respiration, 
completely dilated pupils, the ab- 
sence of all reflexes, impalpable 
radial pulses and low blood pres- 
sure. 
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Like the 
hummingbird... 


urised 


presents an unusual combination of 
speed, efficiency and safety 


in the control of 
urinary infection 


With swift, safe, sure antibacterial-anti- 
spasmodic action, URISED scotches most 
urinary infections . . . relieves pain, burn- 
ing, urgency and frequency . . . speeds 
mucosal healing . . . relaxes smooth muscle 
mucosa... normalizes urinary tone and 
function. 
The modern twofold URISED attack is 
nonsensitizing, free of side effects, effec- 
tiveinacid oralkaline media, often success- 
ful when sulfas and antibiotics fail. 
It has no known contraindications, con- 
fers many advantages of sulfas and anti- 
biotics without danger of drug fastness 
or idiosyncrasy. 
R URISED benefits in cystitis, urethritis, 
pyelitis, pyelonephritis, ureteritis, acute 
and chronic infections. 
supplied: 
Bottles of 100, 1000 and 2000 tablets. 
Each URISED tablet contains atropine 
sulfate 1/2000 gr., hyoscyamine 1/2000 
with methenamine, methylene blue, 
acid, salol and gelsemium. 


Samples and literature on request. 


CHICAGO PHARMACAL COMPANY @ 


5547 No. 
CHICAGO, ILLINOIS 
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D) Normal respiration, nor- B) 
mal pupillary size, slight move- Cc) 
ments of the eyeballs and slight Bang v 
corneal reflexes. D) 
E) Deep abdominal mias. 
Vion, dilated pupils, absence of E) 
eyeball movement and absence 
of corneal reflexes. 10. 


distur’ 
8. The chief danger in the ad-  givital 


ministration of vinyl ether is: 


A) Myocardial depression. = 
B) Anoxia. C) 
C) Liver damaged D) 
v D) Explosion. 


E) Myocardial irritation. 


9. Maintenance of digitaliza- 
tion is difficult with lanatoside C 
because it: 


REPRINTS AVAILABLE 
Through the cooperation of the 
Professional Examination Service, 
Division of the American Public 
Health Association, special reprints 
of 150 Mediquiz questions and 
answers are now available in book- 
let form for $1 per copy. To stimu- 
late further study, the source of 
each answer is listed in the booklet. 
The supply of booklets is limited. 
To be certain you'll have a copy, 
send your dollar now to the Pro- 
fessional Examination Service, De- 
partment R-12, American Public 
Health Association, 1790 Broad- 
way, New York City 19, N. Y. 


One or two tablespoonfuls 
of gentle, pleasant-tasting 
Agoral taken at bedtime 
encourages natural bowel 
function overnight. Without 
disturbing sleep, it promotes 
a normal bowel movement 
next morning. . 


agoral 


the gentle laxative 


MORRIS PLAINS 
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A) Is poorly absurbed from 
the gut. 


11. 


The peak excretion of 
fixed base by a patient receiving 


1or- B) Is harmful to veins. 10-15 grams of ammonium 
ve- C) Causes excessive nausea chloride daily occurs on the: 
ight F and vomiting. _ A) First day. 

_ Tends to promote arrhyth- Third day. 

mias. C) Fifth day. 

| ott E) Is rapidly excreted.QY D) Eighth day. 

nce 


10. The most common cardiac 
disturbance incurred in over- 
ad- digitalization is: 

A) Bigemini. 

1. B) Heart Block. 

C) Ventricular tachycardia. 
D) Auricular fibrillation. 
E) Sinus tachycardia. 


E) Fourteenth day. 


12. Extension of infection to 
the tubes by the gonococcus is by 
way of the: 

A) Spermatozoa ascending the 
genital tract. 

B) Blood vessels of the uterus 
and tubes. 


liza- 
le C 


sician 


Dec. 1959, Vol. 5, No. 12 


FOR THE “Orr-SCHED 
STOMACH 


BUTIBEL 


antispasmodic-sedative 


puts the ‘‘jumpy”’ g.i. tract 

back on schedule, through 

the regulative action of: 

15 mg. BUTISOL sodium® 
butabarbital sodium 


15 mg. natural 
extract belladonna 


(PER TABLET 
OR 5 CC.) 


BUTIBEL Tablets « Elixir « 
Prestabs® Butibel R-A 
(Repeat Action Tabiets) 
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Bookkeeping 
is SO-easy _ 


HISTACOUNT 


It’s so easy to keep the complete 
financial facts of your practice 
up-to-date, orderly and readily 
available for years ... with a 
Histacount Bookkeeping System. 
You'll know, at a glance, what 
you earned, collected and spent 
for any day, week, month or year. 
It’s so easy — no bookkeeping 
knowledge needed. 


Start the New Year right, 
with the system devised for you. 


Send for FREE sample pages 
and literature. 


PROFESSIONAL 
PRINTING COMPANY, INC. 


12 HISTACOUNT BUILDING 


NEW HYDE PARK 


C) Muscular layers of the wall 
of the uterus. 
) Mucosal linings of the 
nital tract. 
/Y E) Lymphatics of the vagina 
or cervix. 


13. The operation on the sym- 
pathetic nervous system generally 
used for the relief of vasospastic 
conditions of the lower extremi- 
ties consists of: 

A) Division of the postgangli- 
onic fibers from the lumbar gan- 
glia. 

B) Resection of the first to 

th lumbar ganglia. 

Wo Resection of the second 


“and third lumbar ganglia and the 


_ intervening chain. 


D) Periarterial sympathec- 
tomy. 
E) Removal of the lumbar 
and sacral sympathetic chain. 
(Answers on page 171) 


PSYCHIATRY 


If you are interested in preparing 
questions in psychiatry for “Medi- 
quiz” or the Professional Examina- 
tion Service, write for information 
to the Professional Examination 
Service, 1790 Broadway, New York 
19, New York. 
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Aunt Effie was the family’s all-out worrier. Things were bad? 
... they’d get worse. Going well? Look out for trouble. Nerv- 
ous as a Cat, she had a stomach to match and only her “‘soda”’ 
to console it. 


The years and Aunt Effie have passed, but not the dedicated | 
worriers. Today, though, you can provide lastingly effeetive 
pain relief and acid control for ther nervous stomachs with 
Gelusil . . . the antacid adsorbent Aunt Effie should have had. 


Especially important to your hospitalized patients . . . Gelusil is all 
antacid in action . . . contains no laxative . . . does not constipate. 
Prescribe Gelusil, the choice of modern physicians, for every 
antacid need. 


GELUSIL 


the physician’s antacid 


MORRIS PLAINS. 
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“The manifestations of the nor- 
mal climacteric may be attributed 
directly to the diminished con- 
centrations of the ovarian hor- 
mones, thus resulting in failure of 
menstruation, regression of the 
secondary sex characteristics, and 
atrophic changes in the genital 
tract and to some extent of other 
tissues which are partially de- 
pendent upon estrogen. On the 
other hand, the menopausal syn- 
drome represents the total effect 
of the endocrine imbalance of 
the climacteric woman upon her 
nervous system .. . Estrogen 
treatment is quite specific for the 
vasomotor and most of the other 
symptoms of the typical meno- 
pausal syndrome.” 


Rakoff, A.E., in Goldzieher, M.A., and 

Goldzieher, J.W.: Endocrine Treatment in 

General Practice, New York, Springer Pub- 
oa Company, Inc., 1953, chap. 23, p. 
45. 


. 


in the menopause... 


“PREMARIN” 


conjugated estrogens (equine) 


(MEUTRA! 
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e NEUTRAPEN— Photo taken 30 days after onset of penicillin reaction. 


Female, age 37: Received 500,000 units of penicillin 
parenterally for severe, recurrent throat infection. Four 
days later, a rash developed, becoming steadily worse, 
despite full daily dosages of steroids and antihistamines 
for 17 days. Patient then refused to continue above- 
mentioned treatment, since her condition had not 
improved, The rash had become more generalized and was 
accompanied by copious powdery desquamations. 


(WEUTRALizes PENIcillin) 


In mild as well as severe reactions, NEUTRAPEN 
destroys the offending allergen, penicillin... is effec- 
tive in 97 per cent of cases'...acts within an hour, 
lasts up to a week?"...brings prompt relief of itch- 
ing'...clears most reactions in 12 to 96 hours." 


NEUTRAPEN—800,000 units I.M.—should be given as 
soon aS symptoms appear. May be repeated on the 
third day if response is not satisfactory. In anaphy- 
lactic reactions, epinephrine should be given and 
other supportive measures instituted immediately, 
followed by 800,000 units of NEUTRAPEN I.V., and 
800,000 units LM. 
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After NEUTRAPEN— Photo taken 19 days after first NEUTRAPEN injection. 


One month after onset of dermatitis, patient received 
800,000 units of NEUTRAPEN, I.M. and antihistamine 
therapy was resumed. Within 24 hours, the severe itch- 
ing subsided completely. The rash responded more 
slowly, and NEUTRAPEN was given again 5 days later 
Two further injections were given at 5 to 10 day inter- 
vals, as the rash continued to clear. Four months after 
onset of reaction, recovery was complete. 


ONLY 
SPECIFIC FOR 
PENICILLIN 
REACTIONS 


(Penicillinase injectable,* SchenLads 


contraindications: None. side effects: Occasionally, tran 


sient local soreness, erythema, and edema; rarely, transi- 
tory chills and fever 


supplied: 800,000-unit, single-dose vials of lyophilized 
penicillinase powder. Stable at room temperature in the 


dry state. 


references: (1) Zimmerman, M.C.: Clir 


R. M.: New En 

J. ¥.B r it 
Ibafiez, F. iotics Annual 1957 
clopedia, Inc., 1958, p. 321. (4) Mir 
J.A.M.A, 165:222 (Sept. 21) 1957 
H., and Marti-Ibaiiez, F: Antibiot 


Medical Encyclopedia, Inc., 1958, p 


ScHENLABS PHARMACEUTICALS, INC. 
New York 1, N.Y. 


‘top penicillin reactions before they become serious 
- 
Zimmerman, M. C., in Wel 
1957-1958, New York 
(Scheilebs) 
19 


Surgical 
sedation 


Vesprin 


has made a significant differ- 
ence to thousands of patients. 
Administered prior to anes- 
thesia, Vesprin alters the pa- 
tient’s basic emotional response 
to stress' and makes the patient 
“,..relaxed, drowsy but easily 
roused, and cooperative..." 


Vesprin potentiates general anesthetic 
agents,’ permits reduced dosages of nar- 
cotics and sedatives,’? and postoperatively 

controls excitement or delirium.? 
Supply: parenteral solution: 1-cc. multiple-dose vial (20 mg./cc.) 


and 10-cc. multiple-dose vial (10 1 toe IV. or IM. Vesprin Injec- 
tion Unimatic: (15 mg. in 0.75 cc.) IM. 
References: 1. Stone, H. H.: 
Monographs on Therapy 3:1 
(May) 1958. 2. Davies, J. |., 
and Hansen, J. M.: Clin. 
Res. Notes 2:5 (May) 1959. 


. Vesprin—The tranquilizer that 
bh fills a need in every major 
area of medical practice — 
3 anxiety & tension, nausea & 
vomiting, alcoholism, obstetrics, 
3. Stone, H.H.: Clin. Res. Notes mental disorders, & pre- & post 
2:3 (May) 1959. operative tranquilization. 


“VESPRIN'@ AND ‘UNIMATIC'® ARE SQUIBB TRADEMARKS SQUIBB Squibb Quality—the Priceless Ingredien 
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PARAFO! 
cot Prednis 1 


3s Ingrediem 


nysiciad 


7 
| 
7 | 
~ yee 
“Supplied: Tablets, scored, pink. bottles of 50, 
Each PARAFON WI PAE tablet contains 
Acetamimophen 300 mg., and predn 
Supplied: Lablets, scored, buff colored. botiles of 
Precaution: he precautions and comtrsindications 


alt plones— adopts 


Plexes in one plané—inserts easily, needs no introducer... 
light as © feather and white as snow. 


Forms a perfect are—€asy insert ...ideal for the normal and difficult-fo-fit patient, 
ORTHO diaphragm serine) 
Viapnragr 
3 
Flexes in readily to irregular contours of the vegina.., - 
= Divelels ele 
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Long ago men realized 4 
thatforatreetowithstand 
the storm, its roots must 
reach deep as its branches 
spread high. 


#732 4 
ag 
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The strength of Blue Shield is 
the strength of the medical pro- 
fession. They. sustain each other 
as do root and branch. As one 
doctor put it: “I believe that free 
medicine can survive only with 
Blue Shield. They are not iden- 

tical entities, but they are so 

mutually interdependent that 
neither one will go much far- 
ther without the active support 


of the other.” Baye SHIELD. 


The program 
guided by doctors 


» | ®Service marks registered by 
Shield Medical Care Plans 


ng! 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 400 mg. continuous release capsules as 


400 


JUST ONE CAPSULE 
LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


© relieves both mental and muscular tension 
without causing depression 


© does not impair mental efficiency, motor 
control, or normal behavior 


. 


Usual dosage: One capsule at breakfas 
one a with ae meal 


Available: Meprospan-400, each blue capsule contains 


ospan-200, each yellow ca contains 
Both potencies in bottles of 30. 


/* WALLACE LABORATORIES, New Brunswick, N.J. 
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Why vitamin time is 


so much fun for kids today 


If you are over twelve, you spent your childhood in the Dark Ages—at least 
where vitamin taking is concerned. 

Have you tender memories of fishy tablespoonfuls of cod liver oil? of bitter, 
black tonic? possibly even of sulfur and molasses? 

Mercifully banished, all. Back in the 40’s Vi-Daylin appeared, and vitamin 
time suddenly became fun for kids. Here at last was a potent multivitamin that 
actually tasted good—just like lemon-flavored honey. Vi-Daylin quickly became 
America’s pediatric “best-seller,” and has remained so ever since. 

Progress hasn’t ended, either. Look, for example, at this new Vi-Daylin Pres- 
sure Pak. It’s fun to operate (as any youngster will gladly demonstrate to you). 
Push the button. Out comes smooth, golden Vi-Daylin. Mmm! Your young 
patients could tell you it’s like having a vitamin soda fountain. 

Or look at these new Vi-Daylin Dulcet Tablets. They look like candy. They 
smell like candy. They taste like candy, too. Chew them, or let them melt in 
the mouth—or crush and mix with food or drink. Kids love their lemon eandy 
flavor any way. Yet these potent tablets provide the full Vi-Daylin formula! 

Where extra-high potency is needed, you'll want to consider ViDaylin-T, 
with its B, and C in therapeutic amounts for children. And for infants, with 
Vi-Daylin Drops you can provide the mother an easy-to-administer 8-vitamin 
supplement. Or for infants in their first three or four months, Pre-Daylin Drops 
provide an appropriate 3-vitamin formula. 

The point to remember is that all these Abbott pediatric vitamins have that 
good taste-tested citrus flavor little folks find so appealing. You'll make a hit 
with the kids . . . and with their mothers, too! 


DAYLIN 


ABBOTT 
(Multivitamins by Abbott) 

tin® Vi-Daylin 

Duleet® are Trademarks of Vi-Daylin Doieet (S ml. teaspoontul) dropper (0.6 mi.) (0.6 mi.) 
(one tablet) 

Vitamin A 0.9 mg. (3000 units) | 1.5 mg..(5000 units) | 1.5 mg. (5000 units) | 1.5 mg. (5000 units) 
Vitamin D 20 meg. (800 units) | 20 meg. (800 units) | 25 mcg. (1000 units) | 25 meg. (1000 units) 
Thiamine (B1) 1.5 mg. 3 mg. 1.5 mg. 
Riboflavin (B2) 1.2 mg. 3 mg. 1.2 mg. 
Ascorbic Acid (C) 40 mg. 75 mg. 50 mg. 50 mg. 
Vitamin B12 Activity 3 meg. 3 meg. 3 meg. 
Nicotinamide 10 mg. 20 mg. 10 mg. 
Pyridoxine (Bs) 1 mg. 1 mg. 0.5 mg. 
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Rx FOR COUGH CONTROL 


cough sedative / antihistamine /expectorant 
e relieves cough and associated symptoms 
jn’15-20 minutes e effective for 6 hours or longer 
promotes expectoration rarely 
_ Each teaspoonful (5 cc.) of Hrcomine* contains: 
FFECTIVE Hycodan® 
WITH THE 


Maleate 
Phenylephrine Hydrochloride 
Ammonium Chloride . 
Sodium Citrate . 


Litratore - + Supplied: Mey be habit 
on request forming. Federal law permits oral prescription. 


# ENDO- LABORATORIES Richmond till 18, New York, 
“U.S, Pat. 2,690,400 


E WHENEVER COUGH THERAPY IS INDICATED 
its 5 
norr 
freq 
PHENYLEPHRI ‘ May t 


no asthma symptoms—Prophylactic use of Tedral in any of 
its 5 convenient dosage forms permits most bronchial asthma patients to breathe 
normally, live actively, avoid social embarrassment. Tedral keeps patients 
safely free of constriction, congestion and apprehension. When attacks are 
frequent, prescribe 1 or 2 plain Tedral tablets q.4.h. plus an additional tablet 
at the first sign of symptomatic anette Tedral protects up to 4 hours. 


Formula: Each scored, plain Tedral tablet contains: Phenobarbital, 8 mg. (% gr.) (Warning: 
May be habit forming); Theophylline, 130 mg. ( gr): Ephedrine, HCI 24 meg. (% gr.) 


TEDRAL 


the dependable antiasthmatic MORRIS PLAING, 
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child whose seizures 
are reasonably controlled 
can be a positive asset 
‘in the classroom.”* 


‘REQUISITE 


intoin Parke-Davis! is supplied 

in several forms includidil Kapsegis® of 0.03 Gm. 

{Dilantin 100 mg. mg., 
2.5 of 700. 
for the petit mal triad 

Ka 


Gm., 
bottles eed 100 oid.1,000. Suspension, 250 mg. 


Parke- Gm., botiles of 100. 


REFERENCE 
*Lennox, We Gu & CO; LAMA, 152:1690, 1953. 
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UNUSUALLY EFFECTIVE IN RELIEVING ANXIETY 
APATHETIC, EMOTIONALLY FATIGUED PATIENTS 


Sueeeiclazine’ is a new long-acting psychotherapeutic agent that can 
—_ Ip you to bring prompt relief to many of your patients whose 
bxiety is expressed as apathy, listlessness and emotional fatigue. 


inical studies in over 12,000 patients have shown that ‘Stelazine’ 
outstanding among agents in its class because it not only relieves 


pitation and tension, but also restores normal drive in many patients 
ho are apathetic due to anxiety. 


hese studies have also shown that ‘Stelazine’ is effective in low 
id. dosage (2 to 4 mg. daily) and that it is often effective in pa- 
ents who have failed to respond to meprobamate, prochlorpera- 
ne, phenobarbital, mepazine, chlorpromazine, or promazine. 


RECOVERY OF NORMAL DRIVE 


“at IN APATHETIC PATIENTS 
r linicians report that with ‘Stelazine’ most apathetic, listless and 


motionally fatigued patients regain an alert, more confident out- 
ok. This frequently results in increased mental and physical ac- 
vity. For example: 


> 


Patients’ “‘spirits brightened and initiative and interest picked 
up considerably in contrast to their pretreatment inertia.” 


‘Stelazine’ “seemed to have a capacity to restore normal drive 


in conditions characterized by decreased motor activity and 
mental apathy.” 


ADDITIONAL INFORMATION will reach you by mail or 
hrough your S.K.F. representative. We hope you'll decide that 


Stelazine’ deserves an early trial. Smith Kline & French Labora- 
ries, Philadelphia. 


REFERENCES: 1.Gearren, J.B.: Dis. Nerv. System 20:66 (Feb.) 1959. 2. Margolis, E.J., et al.: 

ientific Exhibit at 12th Clinical Meeting of the American Medical Association, Minneapolis, 
Dec. 2-5, 1958. 3. Phillips, F.J., and Shoemaker, D.M.: ibid. 4. Ayd, F.J., Jr.: Clin. Med. 6:387 
Mar.) 1959. 5. Tedeschi, D.H., et al.: in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 23-33. 
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improved 
peripheral 
blood flow 
now sustained 
for 12 hours 
with just one 


Priscoline 
Lontab 


se Improved circulation to the 
a extremities can now be sus- 
tained all day or all night 
with just one Priscoline 
Lontab. Exclusive Lontab for. 
mulation offers rapid initial 
effect, steady, prolonged in- 
crease in blood flow to the 
extremities when circulation 
is impaired. Lontabs keep 
hands and feet warm without 
the chill periods of intermit- 
tent medication in patients 
with arteriosclerotic periph- 
eral vascular disease, Ray- 
naud’s disease, thromboan- 
giitis obliterans, postopera- 
tive and postpartum throm- 
bophlebitis and similar con- 
ditions. 


PO 


| 
| 
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Dosage: One Priscoline Lontab 
every 12 hours. 

Supplied 

Priscoline Lontabs, 80 mg. 

(15 mg. outer shell, 65 mg. inner 
core). 


Special outer 
shell actually con- 
tains initial dose of 
medication which 
is Immediately re- 
leased for rapid 
vasodilating effect. 


Unique Lontab 
core designed to 
release medica- 
tion gradually, sus- 
taining vasodilat- 
ing effect as long 
as 12 hours. 


hours 


CIBA 


. Sadov 
SUMMIT, N.J. 


levaire, 


PRISCOLINE® hydrochloride (tolazoline hydrochloride CIBA) 


LONTABS® (long-acting tablets CIBA) 2/2622m0 
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prevent | 


the 
POSTOPERATIVE PULMONARY COMPLICATIONS 
‘ine 
itial 
in- 
the J 
tion Nontoxic Mucolytic Mist 
2ep 
out 
mit- | 
ph- 
‘ay- (| 
an- 
vo 
“Postoperative pneumonia is almost always 
- neglected atelectasis and must be treated as such. 
I have seen it cleared up within a few hours 
when treated correctly. Alevaire is part 
‘ 
nner | of this treatment.” 
Postoperative pulmonary complications 
are frequent in patients with a history 
of chronic sore throat, chronic cough, sinus 
: infections, postnasal drip or heavy smoking. 
They can usually be prevented by the 
me 
: prophylactic use of Alevaire. 
fect. 
: Alevaire should be administered only by serosel 
: ‘ nebulizers which deliver a fine mist without large 
tab : ‘ droplets. The nebulizer is attached to an oxygen 
as (| ] )) supply tank or suitable air compressor. The Alevaire 
4 | vapor may be inhaled directly from the nebulizer 
ong i by means of a face mask, or it may be delivered 
| | into a croup tent, incubator or special tent; only those 
LL appliances should be used which deliver a fine mist. 
Depending upon the output of the nebulizing device 
i 1 bottle (500 cc.) is usually sufficient to last 


: from eight to twenty-four hours. 
LABORATORIES 
NEW YORK 18, N. Y. Supplied in bottles of 60 cc. and 500 ce. 


. Sadove, M.S.: Paper read at Meeting of the Champaign County Medical Society, Champaign, Ill., Mar. 12, 1953. 


levaire, trademark reg. U. S. Pat, Off. 
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NEW LOSONE® 125 SUSPENSION 


deliciously flavored + decisively effective 
Formula: 
Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equivalent to 
125 mg. erythromycin base activity. 
Usual Dosage: 
10 to 25 pounds 5 mg. per pound of body weight every 
25 to 50 pounds 1 teaspoonful } six 
Over 50 pounds 2 teaspoonfuls hours 


In more severe infections, these dosages may be doubled. 


Supplied: 
In bottles of 60 cc. 


llosone® (propiony! erythromycin ester, Lilly) tlosone® Laury! Sulfate (propiony! erythromycin ester lauryl sulfate, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
932702 
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in 
anxiety 
and 
tension 
your 
patient 
can meet 
the 


rigors 
of life 


lethargic 
inattentive 


® 
odium 


butabarbital sodium 


Jitteriness, apprehension, nervousness and the enervating insomnia 
which characterize the ‘‘anxiety state’’ encountered in daily practice 
are easily controlled by small, daytime Butisol® dosage. 

As shown recently’ in a prolonged comparative study of routine 
anxiety patients, Butisol “was found to be the most effective sedative 
which will produce satisfactory daytime sedation...with minimal occur- 
rence of untoward reactions. Large nighttime hypnotic doses are un- 
necessary in the majority of patients.’” 


1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, "Scientific Exhibit, Annual Meeting of AMA, San Francisco, June 23-27, 1958. 


2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


BUTISOL sodium? TABLETS + REPEAT-ACTION TABLETS « ELIXIR » CAPSULES 
McNEIL LABORATORIES, INC. * PHILADELPHIA 32, PA. 
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when the 
rheumatic 
disorder 

is more 

than salicylates 
alone 

can control... 


MORE 
HIGHLY INDIVIDUALIZED 
THERAPY 
FOR THE 
RHEUMATIC 
“IN-BETWEEN” 
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LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of 
chronic — but less severe — pain of rheumatic 
origin. ARISTOGESIC combines the anti-inflam- 
matory effects of ARISTOCORT® Triamcinolone 
with the analgesic action of salicylamide, a 
highly potent salicylate. Dosage requirements 
for ARISTOGESIC are substantially lower than 
generally required for each agent alone. The ex- 
ceptionally wide latitude of dosage adjustment 
with ARISTOGESIC permits well-tolerated therapy 
for long periods of time with fewer side effects. 


Indications: Mild cases of rheumatoid arthritis, teno- 
synovitis, synovitis, bursitis, mild spondylitis, myositis, 
fibrositis, neuritis, and certain muscular strains. 
Dosage: Average initial dosage: 2 capsules 3 or 4 times 
daily. Maintenance dosage to be adjusted according to 
response. 

Precautions: All precautions and contraindicatiors tra- 
ditional to corticosteroid therapy should be observed. 
The amount of drug used should be carefully adjusted 
to the lowest dosage which will suppress symptoms. Dis- 
continuance of therapy must be carried out gradually 
after patients have been on steroids for prolonged 
periods. 


Each ARISTOGESIC Capsule contains: 


ARISTOCORT® Triamcinolone 0.5 mg. 
Salicylamide 325 mg. 
Dried Aluminum Hydroxide Gel .............. 75 mg. 
Ascorbic Acid 20 mg. 


Supply: Bottles of 100 and 1,000. 


Steroid-Analgesic Compound LEDERLE 
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Since 1939 
the standard 


for 


antithrombotic therapy 


Sodium 


(HEPARIN SODIUM, ORGANON) 


Heparin was first presented to America as Liquaemin. Its value 
in preventing and treating thromboembolic disturbances is 
solidly established. 
_ In emergencies, it is the only anticoagulant which acts 
immediately. 
For safety, it is the only anticoagulant whose action ceases 
promptly when withdrawn. 
For convenience, it is available in five dosage forms: 
1000 U.S.P. units per cc in 10-cc vials 
5000 U.S.P. units per cc in-10-cc vials and 1-cc ampuls 
10000 U.S.P. units per cc in 4-cc vials 
20000 U.S.P. units per cc in 2-cc vials 
20000 U.S.P. units per cc in gelatin in 2-cc vials 
When you think of anticoagulant therapy, think first of 
America’s first heparin, Liquaemin Sodium. ..safe, effective, and 
with convenient dosage forms. 


Organon 
ORGANON INC. e ORANGE, NEW JERSEY 
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Palliate 
TERMINAL 
CANCER 


(DIHYDROMORPHINONE 


by mouth + by needle + by rectum 


Nearly three decades of use and 500 
million administered doses assure a pre- 
dictable response with pitaupip: rapid 
onset, long-lasting analgesia with less 
euphoria, less drowsiness, less consti- 
pation, less nausea and vomiting than 
morphine. pitaupip, an opiate, is subject 
to Federal narcotic regulations, and 
usual precautions should be observed. 


A dosage form for every need: Soluble tab- 
lets—1, 2,* 3 and 4 mg. (for oral or hypo- 
dermic use) + Rectal suppositories — 2.7 mg. 
* Ampules—2,* 3 and 4 mg. + Powder + Mul- 
tiple dose vials 

*Average dose 


E, Bilhuber, Inc. 


acute comments on 
onic disorders, read Focus 


DILAUDID 
belongs in your bag 
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it 
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sician KNOLL PHARMACEUTICAL COMPANY, Orange, New Jersey | 


will you 
help the mailman, 

your hospital 
and us? 


Are you planning to move soon? 


If so, will you please take a few seconds now* to fill out and mail the 
form below and help us in our efforts to have RESIDENT PHYSICIAN 
reach you promptly at your new hospital address? 


* Please do it now —— it will take us 30 days to process your change of address. 


MAIL TO: 
RESIDENT PHYSICIAN 

1447 Northern Blvd., Manhasset, L. |., New York 


Please print your name 2 Please check one 


New Hospital Street Address 


| expect to complete my training here: 
month year 


Former Hospital Address: 
Hospital Name 
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brightens life 
for the aged 


YOu © gives the depressed elderly 

person a new sense of well-being. The 

family will notice a sunnier outlook, an 

ian alert interest in group activities, a 

q renewed awareness of personal appear- 

’ ance, and a return of appetite. Your 

ital patient will be more cooperative and 
less demanding. 


) You can expect to see the same excellent 

U S + BB response to NIAMID in a wide variety of 

depressive syndromes—acute or chronic, 

mild or severe, whether associated with 

long-standing or incurable illness, or 
masquerading as organic disease. 


wip side effects are infrequent 
and mild, and often lessened or 
eliminated by a reduction in dosage. 
ail the  NIAMID has not been reported to 
SICIAN jaundice, and significant 
hypotensive effects have rarely been 

noted. 


posace: Start with 75 mg. daily in sin- 
gle or divided doses, and adjust accord- 
ing to patient response. NIAMID acts 
slowly, without rapid jarring of physi- 
cal or mental processes. Some patients 
respond to NIAMID within a few days, 
but for full therapeutic benefit, most 
require at Jeast two weeks. NIAMID is 
available as 25 mg. (pink) and 100 mg. 
tern (orange) scored tablets. 


ne 


Already clinically proved in several 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, N. Y. 


AMID 
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“teria including ofganisms such as staphylococci, Proteus and certairt strains of 
resistant to other. agents @ 


ing organs @ safe for long-term administration 
AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. qi.d. meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
J.M.A. Georgia 46:433, 1957. 2. Colby, F. ential | 
Baltimore, Williams & Wilkins Co., 1953, p. 330. 
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this care | by specifying 


Vi-Sol drops 


An important step in assuring the vita- 
min potency of Vi-Sol drops is this aqua- 
meter check for excessive moisture. This 
precision instrument makes it possible 
to determine moisture content to an ex- 
act degree, an extra measure of care that 
is routine with each lot of Vi-Sol drops. 


to safeguard potency... 


one of 143 product quality 
controls* assuring superiority 


This test for moisture level is just one of the 
many conducted, using the most advanced 
equipment, that make certain of stated 
potency at the time of manufacture. Other 
tests are designed to assure vitamin stability 
throughout shelf-life and use. 


This meticulous care at every step makesthe big 
difference in Vi-Sol drops. The mother knows 
that the product is pure and safe... the formu- 
lation sound and the potency stable when 
she sees the Mead Johnson name on the label. 


*plus 231 additional quality checks that guard 
Vi-Sol drops from raw material to package. 


Deca-Vi-Sol drops 
10 significant vitamins, Mead Johnson 
Poly-Vi-Sol drops 

6 essential vitamins, Mead Johnson 
Tri-Vi-Sof drops 


3 basic vitamins, Mead Johnson 


Mead Johnson 


Symbol of service in medicine 
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In hypoprothrombinemia KON AKION 


Rapid action § rate of absorption faster than menadione or 
derivatives...more potent and lasting effects, 
Wide margin of safety § substantially safer than vitamin-K analogues-m 
kernicterus reported. 
Versatility of administration @ capsules for oral use...fine aqueous dispersion for 
parenteral administration. 
Compatibility § unlike vitamin-K analogues or similar products, 
the parenteral form of Konakion is a fine aqueous 
dispersion compatible with most I.V. vehicles. 


Low dosage forms § no excess, no waste—packaged for economical 
one-time use. 


Prophylactically and therapeutically, Konakion is indicated in obstetrics 
to prevent or control neonatal hemorrhage, to minimize excessive bleeding 
in surgery, to offset anticoagulant overdosage, and whenever vitamin-K 
utilization is impaired. 


KonakKION®—brand of vitamin K, 


RocHe® Capsules—5 mg; Ampuls—1 mg/0.5 cc; 10 mg/1 cc; 25 mg/2.5 ce 
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ads 


Classified Advertising 


and Needs 


Rates 


Personal classified advertising rates 
are $5.00 per ads of thirty words or 
less plus 15¢ for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 


For semi-display ads set in bold face, 
the rate is $6.00 for 30 words or less, 
plus 17e for each additional word. 


Commercial classified rates are $10.00 
for ads of twenty words or less plus 
20¢ for each additional word. Com- 
mercial rates include all ads of manu- 
facturers, dealers, agencies, etc. Count 
four additional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $12.00 for 20 
words or less, plus 25c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE, Forms close 15th of 
month prior to date of issue. RESIDENT 
Piiysictan, 1447 Northern Boulevard, 
Mauhasset, New York. 
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Going Into Practice? There Are Many choice 
opportunities in all fields which you would 
not normally be aware of. We have many 
that might interest you. Write us. 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


PHYSICIANS WANTED 


PHYSICIANS NEEDED TO WORK WITH 
sychiatric patients in 2400-bed hospital. 
| es range $6505 to $13,970, dependin 
upon quaitlications, 15% additional if Boa 
certified (not to exceed $16,000). Approved 
three-year psychiatric residency collaborat- 
ing with Northwestern University. Citizenshi 
required. Write Manager, VA_ Hospital, 
Downey, (near Waukegan), Illinois. 


INTERNISTS WANTED: 837-bed General Hos- 
ital with 320 medical beds. Have opening 
‘or board certified or board eligible Hema- 

tologist, Neurologist and General Internists. 
Write Box 902, c/o Resident 4a 1447 
Northern Boulevard, Manhasset, N. Y. 


PEDIATRICIAN — Board qualified or Board 
certified, for permanent position in_all- 
urpose medical group. Contact Dr. C. B. 
selstyn, Rip Van Winkle Clinic, Hudson, 
New York. 
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ANESTHESIOLOGIST — WOMAN, for private 
practice in 150 bed general hospital. Board 
certified or Board qualified for Staff ap- 
—. Write to Dr. Esther Bartlett, 

ew England Hospital, Boston 19, Massa- 
chusetts. 


ORTHOPEDIC SURGEON WANTED. Well- 
established expanding 20-man group located 
in excellent hospital. Board eligible or 
certified. salary for 2 years with 
opportunity for group partnership, or ex- 
cellent transition from residency to private 


ractice. Write Box I2IR c/o Resident 
hysician, 1447 Northern Boulevard, Man- 
hasset, New York. 


WANTED: ORTHOPEDIC SURGEON, Board 
eligible, as Associate interested in eventual 
pemuate in suburban area of greater 

lew York. Attractive starting salary; write 
Victor H, Raisman, M.D., 120-12 84th Avenue, 
Kew Gardens 15, New York. 


PHYSICIAN FOR A _1700-BED PROGRESSIVE 
Neuropsychiatric Hospital—Salary $9890 to 
$12,770; extra allowance of 15% if Board 

ified. Write: Manager, Veterans Ad- 
ministration Hospital, Danville, Illinois. 


UNUSUALLY ATTRACTIVE OPPORTUNITY for 
well trained ophthalmologist who is board 
certified or board eligible. Up to $25,000. 
the first year and possibility for partnershi 
at the end of that period. Write Box 92R, 
Resident Physician, 1447 Northern Boulevard, 
Manhasset, New York. 


ASSOCIATE WANTED—Excellent opportunity 
to associate with Internist. Full equipment; 
15 miles New York City. Excellent commu- 
nity. Must be married; two or three years 
of medical American school 
graduate. To start July |, 1960. Send com- 

lete biography. Write Box 1259R, Resident 
hysician, 1447 Northern Boulevard, Man- 
hasset, New York. 


ORTHOPEDIST WANTED. Unusually attractive 
opportunities for certified or board qualified 
Orthopedist for large Southeastern city, 
rapidly growing community, new office 
building with Medical Center facilities. 
Write Sox 5912R, Resident Physician, 1447 
Northern Boulevard, Manhasset, New York. 


WANTED—GENERAL PRACTITIONER; six-man 
group; in beautiful Black Hills; office and 
car furnished; $12,000. with fringe benefits; 
immediate opening. Write: Homestake Hos- 
pital, Box 877, Lead, South Dakota. 


OPHTHALMOLOGIST WANTED. Established 
expanding 20-man group located in excellent 
hospital. Board eligible or certified. Good 
salary for 2 years with opportunity for group 
partnership, or excellent transition from 
residency to private practice. Write box 
1059, c/o Resident 1447 Northern 
Boulevard, Manhasset, New York. 
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OB-GYN.—SOUTHWESTERN MICHIGAN Re. 
sort Area; town 35,000, shopping ares iQ. 
000. Established 10 years, gross to $60,000 
two approved hospitals 4 and 8 minutes. 
om lease of air-conditioned office, general 

ice equipment and _ records; medica} 
equipment optional. Will introduce dura. 
tion desired. Liberal terms, Reply to Box 
112R, Resident Physician, 1447 Norther 
Boulevard, Manhasset, New York. 


INTERNIST WANTED—Board eligible or certi. 
as coll in established 6-man de. 
partment of 20-man specialty group in ex. 
cellent hospital association, Salary $14.00 
first year, $16,000 second year, then part. 
nership. Furnish complete autobiography in 
initial reply. Write Box 113R, c/o Resident 
Physician, 1447 Northern Boulevard, Man. 
hasset, New York. 


RESIDENTS WANTED 


APPROVED INTERNSHIPS — Rotating, twelve 
available July 1, 1960, in 222-bed modern 
eneral mye also approved residencies 
in Internal Medicine, Obstetrics-Gynecology 
and Pathology. Approval pending in Gen- 
eral Surgery, Radiology, and Anesthesiology 
after a recent survey by A.M.A, Stipend, 
per month plus full maintenance for 
interns; $250-$300 per month for residents, 
Opportunity to work with Board men in all 
specialties. Apply: Director of Medical Edu. 
— St. Francis Hospital, Honolulu 17, 
awaii. 


RESIDENCIES, MENNINGER SCHOOL of 
Psychiatry. Approved three year program— 
balanced clinical and didactic training in- 
cluding | and somatic ther- 
apies, outpatient and child psychiatry; at 

State and Menninger Hospitals; affili- 
ated with Topeka Institute for Psycho. 
analysis. Five year appointments combining 
residency and staff experience for Board 
eligibility available at staff salaries. Write: 
Registrar, Menninger School of Psychiatry, 
Topeka, Kansas. 


IOWA CITY — PSYCHIATRIC RESIDENCIES: 
Department of Psychiatry, University of lowa 
Medical Center; three year approved train- 
ing; broad experience with adults and 
children; community services, inpatient and 
outpatient training and all types of psychia- 
tric therapy under close supervision; Master 
of Science program for residents interested 
in academic and research careers; salary 
levels $3600 to $4200; also available “pack- 
age plan" covering five years with periods 
oj rotation in the Department of Psychiatry 
and the state mental hospitals and schools 
for mentally defectives; salary levels $675 

150. information and 
blanks write: Paul E. Huston, MD, Chairman, 
Department of Psychiatry, 500 Newton Road, 
lowa City, lowa. 
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WANTED: RESIDENT PHYSICIAN, age 28 to 
35, Northern California. County Hospital. 
Modern well-equipped ninety bed hospital, 
fifty additional beds under construction. 


PSYCHIATRIC RESIDENCIES, New York Ci 
—!000-bed ng teaching hospital. Ful 
didactic program, Three year accreditation. 
Eclectic orientation, Faculty of State Uni- 
versity School of Medicine in regular attend- 
ance as Consultants. Affiliation with another 
hospital and clinics for enrichment and 
diversity of case material, Priority consider- 
ation for admission to Affiliated Psycho- 
analytic Institute. Salary range: $3250 to 
$4165; $6505 to $9890 for career residents. 
Apply—Director of Professional Services, 
Veterans Administration Hospital, Brooklyn 
9, New York, 


THREE-YEAR APPROVED RESIDENCY in In- 
ternal Medicine, 480-bed university affiliated, 
teaching medical service, including female 
medicine, subspecialties, research, isotopes, 
supervised by full-time certified Internists. 
Citizenship or graduation from U. 5S. or 
Canadian Medical School required. Con- 
tact: Dr. Grosvenor W. Bissel, Chief, Medi- 
cal Service, Veterans Administration Hos- 
pital, Buffalo 15, New York. 


PATHOLOGY RESIDENCY, Ist or 2nd year 
appointments available July |, 1960; $3780- 
$4020 and maintenance plus opportunity for 
extra income; full four-year approval. Surgl- 
cals 8000; autopsies 320; total exams 300,000. 
Contact John W. Howard, M.D., Pathologist, 
Delaware Hospital, 4th and Washington 
Streets, Wilmington, Delaware. 


WANTED, ONE SECOND YEAR SURGICAL 
resident, October 1959, one first year resi- 
dent January, 1960 and two July, 1960, for 
accredited three year program, 190-bed 
hospital. Starting salary $5400, if 
married. Foreign graduates will not be con- 
sidered without ECFMG certificates. Write 
H, Potter, M.D., Harlan Memorial Hos- 
pital, Harlan, Kentucky. 


RESIDENCIES IN PSYCHIATRY—Duke Univer- 
sity Medical Center; three year approved; 
complete patient and research facilities; 

closely supervised, analytically oriented psy- 

chotherapy and somatic therapy, adult and 
children's OPD; training in psychosomatic 
medicine and neurology; minimum starting 
salary $3000; plus room and board, uniforms 
and other financial aid. Write: Dr. Ewald 

W. Busse, Chairman, Department of Psychia- 

ty, Duke University, Durham, North Caro- 
ina. 
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PSYCHIATRIC RESIDENCIES at the Phila- 


delphia Psychiatric Hospital. Fully a 

by AMA, AHA, ACS, for three years‘ train- 
ing in Psychiatry as preparation for Boa 
A 150-bed inpatient service treating acute 
psychotic and psychoneurotic patients. Ac- 
tive outpatient service treating mainly neu- 
rotic patients in intensive psychotherapy. 
Training is psychoanalytically-oriented and 
psychotherapy cases are supervised begin- 
ning in the first year. Affiliation for neu- 
rology, child psychiatry and psychosomatic 
medicine. Personal psychoanalysis is en- 
couraged; time can be arranged. Applica- 
tions now being accepted for training year 
beginning July |, 1960. Address communica- 
tions to Samuel Cohen, M.D., Medical Di- 
rector, Ford Road and Monument Avenue, 
Philadelphia 31, Pennsylvania. 


NEW YORK CITY—RESIDENTS. A psychiatric 
service in a general hospital with appr 
three year training program. All para- 
medical services fully operative. Located in 
the Greenwich Village section of New York 
City. Physical plant modern, up-to-date 
recently constructed. This genera hospital 
consists of 830 beds covering all specialties, 
and including a current cogety of 82 beds 
in a Psychiatric Pavilion. Affiliated with New 
York University-Bellevue Medical Center. 
Residencies available at Ist and 3rd year 
levels. For further information write the 
Administrator, St. Vincent's Hospital of the 
City of New York, 153 W. Iith St., New 

York 11. Applications now being accepted 

for training starting July |, 1960. 


PATHOLOGY RESIDENCY—4 i for 6 resi- 
dents. Fully approved for PA and CP. Four 
Certified Pathologists. Surgicals — 4 
autopsies—325; total exams.—688,863. Indiana 
University teaching conferences and appoint- 
ments available. Stipend first year $3336 
with opportunity for extra income and an- 
nual increases. Housing on premises avail- 
able. Indiana licensure is acsensary. Apply 
to Dr. Lester H. Hoyt, Director of Labora- 
tories, Methodist Hospital, Indianapolis 7, 

iana. 


AVAILABLE JULY |, 1959, APPROVED PATH- 
ology residency in large general hospital. 
Contact Medical Director, San Joaquin Gen- 
French Camp, California, for 

etails. 


APPROVED RESIDENCIES IN MEDICINE in 
Cancer Research Hospital. Excellent facili- 
ties for clinical training. Participate in re- 
search in Hematology, Endocrinology, Metab- 
olism, Cancer Chemotherapy. Internship, 
one prior year medical residency in U.S.A. 
and interview required. Salary, $4010-$4570. 
Write, chairman, Medical Residency Com- 
mittee, Roswell Park Memorial Institute, 
Buffalo, New York. 
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Oklahoma Medical Center. Three year ap- 
proved training provides broad experience 
in dynamic psychiatry with intensive psycho- 
therapy of inpatients and outpatients; physio- 
logical and pharmacological therapies: neu- 


rology; child psychiatry; social and pre- 
ventive psychiat :behavorial sciences; psy- 
choanalysis; psyc osomatic medicine. Resi- 


dents participate in research and teaching. 

Optimal supervision, excellent case material, 

complete curriculum. snendes first ear 
$4500; second year $5000; third year $5500. 
Applications now ok considered for resi- 
dencies beginning July For details 
write: Louis Jolyon West, Vas D., Professor of 
Psychiatry, University of Oklahoma Medical 
Center, 800 Northeast 13th Street, Oklahoma 
City 4, Oklahoma. 


RESIDENCIES — INTERNAL MEDICINE and 
General Surgery, fully approved; 377-bed 
GM&S Veterans Administration Hospital, 
affiliated with the Johns Hopkins and Uni- 
versity ¢ Maryland Medical Schools; salary 
$3250-4945. U.S.A. citizenship required. Ad- 
dress inquiries to Director, Professional Serv- 


ices, Veterans Administration Hospital, Fort 
Howard, Maryland. 
PROCTOLOGY RESIDENCY — Immediately 
available; 2-year approval; 500-bed general 


hospital; personal interview desirable. Apply 
Orlando M. Bowen, Administrator, Allen- 
town Hospital, Allentown, Pennsylvania. 


Edward Memorial Hospital Uni- 
versity of Bufialo. School of Medicine—now 
considering applications for psychiatric resi- 
dencies beginning July, 1960. Full 3 year 
approved training in a 136 bed division of 
@ general hospital Providing comprehensive 
training in analytically oriented dynamic 

chiatry, somatic and drug therapies, neu- 
ology, child psychiatry, psychosomatic med- 
iclen forensic ps' chiatry as well as individ- 
ual supervision, Residents are given teach- 
. and research opportunities. Salary: 
5 Ist year, $4575 second year, $5275 third 
reer plus meals and laundry. Write to— 
Mouchly Small, Professor of some. 

462 Grider Street, Buffalo 15, New -York. 


KANSAS—RESIDENCIES & FELLOWSHIPS in 
i iatry. Three year approved program, 
at Kansas University Medical Center. 
Sixty-five inpatient beds attached to gen- 
eral hospital of five hundred beds. Active 
outpatient department, training in child 
psychosomatic medicine. Total 
of twelve residents in highly individual pro- 
= with emphasis on dynamic psycho- 
therapy. five first year residents 
July |, range For 
write: Dr. Donald Greaves, 
Professor of Psychiatry and aS. of the 
Department, University of Kansas Medical 
Center, Kansas City 12, Kansas. 
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RESIDENCIES PSYCHIATRY—University of 


PEDIATRIC RESIDENCY — Position open July 

| for two year fully approved program in 
500-bed charity hospital. Excellent teaching 
program by Board certified pediatricians of 
= staff. Occupying new well 
equipped hospital January, 1960. Rapidly 
growing community. $260 per month plus 
maintenance, Contact medical di rector, 
Santa Clara County Hospital, San Jose, 
California. 


GENERAL PRACTICE RESIDENCIES available 
in six state general hospitals, Patient popu- 
lation is 100 percent charity offering a wide 
variety and large number of cases. Super. 
vision by L.S.U. and Tulane School of Medi- 
cine. No interns and first or second year 
residents to compete with. Hospitals lo- 
cated in larger urban centers with good 
and recreational Pay $375 

© $400 per month. Only U.S. and Canadian 
Medical School graduates are eligible. Con- 
tact Director of Training, State Department 
of Hospitals, State Capitol Building, Baton 
Rouge, Louisiana. 


VACANCIES JULY 1960 FOR RESIDENTS in 
Internal Medicine (Ist, 2nd, and 3rd year) 
General Surgery (Ist, 2nd, 3rd, and 4th 
year), Radiology, PM&R, and Pathology. 
Large hospital. Excellent material. Write 
Box I60R. c/o Resident Physician, 1447 
Northern Boulevard, Manhasset, New York. 


CALIFORNIA — INTERNAL MEDICINE. 1500- 
bed general hospital, 3 year approval 
affiliated with medical schools of University 
of Southern California, College of Medica 
Evangelists, and University of California at 
Los Angeles; includes all subspecia ities 
under supervision of Board Certified special 
ists. Graduates of U. S. or Canadian medi- 


cal schools only. Appointments available 
January and July, 1960. Write, Director, 
Professional Services, VA Hospital, Long 


Beach, California. 


APPROVED RESIDENCY IN PATHOLOGY in 
Cancer Research Hospital, specializing in 
oncologic pathology. Responsibility and 
training in tumor diagnosis. Individual re- 
search encouraged. Salary $4010 to $4570. 
Available July, 1960. Apply John W. Pick- 
ren, M.D., Roswell Park Memorial inst., 666 
Elm Street, Buffalo, N. Y. 


RESIDENCIES IN PSYCHIATRY available at 
Veterans Administration Hospital, Brockton, 
Massachusetts; approved three-year 
psychiatric residency training. The compre- 
hensive program of dynamically oriented 
psychiatry includes hospital psychiatry, men- 
tal hygiene clinic experience, neurology, and 
child psychiatry. Residency under super- 
vision of Deans Subcommittee for Neuro- 
psychiatry of Boston University, Harvard and 
Tufts Medical Schools. Graduates of ap- 
proved S. or Canadian Medical Schools 
eligible. Apply to Director, Professional 
Services, VA Hospital, Brockton, Mass. 
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STAFF PSYCHIATRISTS AND RESIDENTS — 


-acie Square Hospital, a new 232-bed pri- 
vate psychiatric hospital in Midtown Man- 
hattan has complete psychiatric, medical 
and surgical facilities for active treatment 
of all psychiatric disorders; approval of 
psychiatric residency training se is 
pending and accreditation will be retro- 
active; appointments immediately available; 
resident's salary $4000 to $6000. No exchange 
visitors. Write: Leonard Cammer, 
Director, 420 East 7éth Street, New York 21. 
New York. 


AVAILABLE: Modernly equipped 
ed GM&S, fully approved VA Research 

Plospital affiliated with Northwestern Uni- 

versity, Medical School; openings for resi- 

dents in internal medicine, general surgery, 


pathology, physical medicine and rehabili- 
fation, iagnostic and radiology, 
neuropsychiatry, July | Must 
be citizens rad ae of approved 
schools, $3250 545. For intorma- 
tion write: Director, a Services, 
VA Research Hospital, 333 E. Huron St., 
Chicago II, Illinois. 
PHYSICAL MEDICINE RESIDENCIES: Ap- 


proved residency immediately available in a 
large teaching and research Department of 
Physical Medicine and Rehabilitation. A 
great variety of acute and chronic patients 
including paraplegia and blind rehabilita- 
tion. Intensive training available in EDK an 
EMG. Salary levels up to $9890 per year 
depending upon qualifications. Apply to 
Director of Profession Services, Veterans Ad- 
ministration Hospital, Hines, Ilinois. 


THE UNIVERSITY OF TEXAS—M.D. ANDERSON 
Hospital and Tumor Institute and The Post- 
graduate School of Medicine are presently 
considering applications for Residency Train- 
ing and Fellowship Awards in 14 Clinical 
and 10 Basic Science fields as pertains to 
malignant disease. Your inquiry is invited. 
Information is available upon request by 
writing to the Office of Education, M.D. 
Anderson Hospital and Tumor Institute, 
Texas Medical Center, Houston 25, Texas. 


PSYCHIATRY RESIDENCIES — Southwestern 
Medical School — Parkland Memorial Hos- 
pital 3 year approval; program features in- 
patient, outpatient, psychosomatic and child 
Soars in teaching and research set- 
ting; special general practitioner er 


are available. Direct inquiries to: R. 
Stubblefield, M.D., Medical School, 5323 
Harry Hines Boulevard, Dallas, Texas. 


ONE GENERAL PRACTICE RESIDENCY open 
December 15, 1959, to replace doctor enter- 
ing service, ‘Salary $700 per month; housing 
furnished. Paid vacation and_ excellent 
working conditions. This is excellent train- 
ing for someone who is planning on going 
into general practice. Kings County Gen- 
eral Hospital, Hanford, California. 
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ACCIDENT, SICKNESS 
and 
Hospital Insurance 
for 
Physicians and Dentists 
Exclusively 
e * 
PHYSICIANS CASUALTY & 
HEALTH ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


— ESIOLOGY STAFF. VACANCIES. 


2000 
Teaching Hospital Affiliated with Uni- 
versity of Illinois (A) Full Time Anesthesio- 
logist, American Board Certified or Quali- 
fied. (B) Part Time Anesthesiologists, Board 
Certified " Qualified—10 to 24 hours per 
week. (C) Career Residents, a limited num- 
ber at a Higher Salary for Those Interested 
in Pursuing a Career with the V.A. Fully 
Approved Training Program—Qualifying for 
American Board of Anesthesiology. D) 
Regular Residents—Fully Approved Training 
Program Qualifying for American Board of 
Anesthesiology. Salary Under A, B, or C 
depends upon Training and experience up to 
$16,000 per annum Individually Determined. 
Under ''D'' above salary $3250 to $3515 per 
annum. U. itizenship and Licensure in 
any State required for all positions. For 
further Details or Applications Contact, Di- 
rector of Professional Services, Veterans 
Administration Hospital, Hines, Illinois. 


NEUROLOGY RESIDENCIES, Career and requ- 
lar, available on active service. Two neurolo- 
gists and attending neurologists on staff. 
Affiliated with two medical schools. Oppor- 
tunity for teaching, research, and diversified 
program, Apply: Manager, Veterans Ad- 
ministration Hospital, Richmond 19, Virginia. 
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APPROVED PATHOLOGY RESIDENCY—4-year 


a in Pathologic Anatomy and Clinical 
‘athology. Permanent Staff of two Board 
Certifi Pathologists, M.D. Hematologist 


Chemist. Microbiologist and Technical 
Staff about 40. 1958: 10,868 surgical tissues, 
399 autopsies, total examinations 591,603. 


Stipend: Ist year ; second $4500; third 
; fourth $5400. Explain in detail educa- 
tion and training. Apply John J. Clemmer, 
M.D., Bender Laboratory Hospitals, 136 So 
Lake Avenue, Albany 8, New York, U.S.A 


GENERAL PRACTICE RESIDENCIES available 


immediately, A.M.A, approval, 187-bed gen- 
eral hospital. Salaries $250. first year, $300. 
second year plus uniforms, laundry, room 
and board. Apply—Miss G. A. Cooper, 
Director, Woman's Hospital, 1940 East |0Ist 
Street, Cleveland 6, Ohio. 


ALBUQUERQUE—APPROVED RESIDENCIES in 


Internal Medicine, Pediatrics and Obstetrics- 
Gynecology available July |, 1960 to U. S. 
graduates. Very active teaching program 
with all (214) beds utilized for teaching. 
Salaries $3600. to $4 rite: Administra- 
tor, Bernalillo County-Indian Hospital, 2211 
Lomas N.E., Albuquerque, New Mexico. 


AVAILABLE JULY 


Fully approved 460-bed (includes 65 
bassinets) modern hospital. Integrated 
teaching program. Board diplomates in all 
specialties, Stipend—$250. per month plus 
$50. living-out allowance. Full maintenance. 
Approv residencies in Urology, General 
Surgery, Radiology, Saag edicine and 
General Practice. Write Administrator, St. 
Vincent Hospital, Erie, Pennsylvania. 


RESIDENCY IN PSYCHIATRY—A_ comprehen- 


sive, fully-approved, three-year training pro- 
ram in dynamically oriented psychiatry. 
raining offers broad coverage in the human- 
ities and behavorial sciences and includes 
therapeutic experience in the mental hos- 
pital setting, in outpatient mental hygiene 
clinic, and in child psychiatry. Opportunity 
exists for extensive specialty training in elec- 
tro-encephalography and Hospital -Adminis- 
tration. The program offers a three-year 
straight residency at a stipend of $3250 
$3515 and $4165 for first, second or thir 
year; or a five-year career program with 
salary at regular staff level. Attractive 
working conditions with a large and con- 
genial staff. Liberal annual and sick leave 
allowances, regular working hours and real- 
istic retirement benefits. Write or call: 
. Sterling, M.D., Manager, Consoli- 
dated VA Hospital, Little Rock, Arkansas. 


ANESTHESIOLOGY—RESIDENCY OR POST- 


graduate training available; starting times 
arranged; excellent working conditions; 
graduate of approved school only. Apply 
to: J. Mahaffey, M.D., Medical College 
Hospital, Charleston, South Carolina. 


WANTED: INTERNAL MEDICINE RESIDENT 
for a fully approved 600-bed genera! hospi. 
tal effective July |, 1960, Contact Medica 
Director, San Joaquin General Hospital 
P. O. Box 1890, Stockton, California. 


TRAINEES 


PSYCHIATRY TRAINEESHIPS available in fully 
approved affiliated training program oper. 
ated by the Louisiana State Department of 
Hospitals and the L. U. and Tulane 
Schools of Medicine. Appointments are 
made by the Schools of Medicine and part 
of the training is undertaken in State 
Psychiatric Hospitals. Five year program 
pays stipends of $7200, $7800, $8400 during 
the first three years. A four year plan pays 

. 3 during the first three 
omer = Training facilities are modern and 
jocated in psychiatric hospitals that have 
rapidly upgraded their treatment programs 
to include the most modern methods of 
therapy. For further information, write the 
Chairman, Department of Psychiatry and 
Neurology, L. S. U. School of Medicine 
New Orleans, Louisiana; or Chairman, De- 
partment of Psychiatry and Neurology, Tu- 

» lane School of Medicine, New Orleans, 
Louisiana. 


BOOKS, JOURNALS & EQUIPMENT 


USED MEDICAL BOOKS, JOURNALS and 
equipment bought and sold. List available; 
send !0c Miss Frances Freedman, 524 East 
82nd Street. New York City. Butterfield 
8-6379. Shop open Mondays 6:30-9:00 P.M. 


pothecary 


Jars 


ESE jars are handmade and painted 

at the famous Anton Herr Pottery 
Works in West Germany. 

Money refunded if not satisfactory. 

Write for full color descriptive folder. 


MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Blvd., Manhasset, N. Y. 
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VIEWBOX DIAGNOSIS 
(from page 23) 
Intussuscepting Lipoma the 
transverse colon. Notice the widening 


of the transverse colon by a radio- 
lucent mass. 


MEDIQUIZ ANSWERS 
(from page 160) 
1 (Cc), 2 ®, 3 ®, 4 ©, 5 @B), 


6 (C), 7 (E), 8 (C), 9 (E), 10 (A), 
11 (B), 12 (D), 13 


WHAT’S THE DOCTOR’S NAME? 
(answer from page 158) 


SIMON BARUCH 


RESIDENT RELAXER 
(puzzle on page 27) 


Good Records are 
easy to keep with 
COLWELL’S 
DAILY LOG 


COMPLETE 
* COMPACT 
ECONOMICAL 


THE DAILY LOG serves as a well 
qualified ‘“‘business manager" in your 
office — the simplest of any profes- 
sional system. Only a few minutes a 
day required to keep complete busi- 
ness records; helps you avoid tax 
troubles; saves you time and money. 
Fully dated; looseleaf; printed new 
each year. 


PRICES: Regular Edition, one 40 line 
page a day, one volume, dated for 
calendar year — $7.75. Double Log 
Edition, two facing pages of 40 lines 
for each day, two volumes, dated for 
calendar year — per set— $13.50. 


| Y| PRG THE COLWELL COMPANY 
/ IME 271 W. University Ave., Champaign, Illinois 
Please send me more information plus FREE 
Record Supplies Catalog Kit. 
O|DIE VIEZI/ IN TIM INIGILIE 
Dr 
ele 
CIOIRITI/ [SIOIVIE IIRIAITIE 
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Blue Shield Medical Care Plan 
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Bristol-Myers Co. 

14 
Burroughs Wellcome & Co., Inc. 
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Chicago Pharmacal Co. 
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49 
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1959 Annual Index Volume V—Nos. 1-12 


SUBJECTS 


American Heart Association, The; 
E, Wakerlin, M.D., 

Are Residents Doing "Ghost Surgery? . 

Are You Planning Your Vacation. . 
Battle to Halt Cerebral Palsy; S. 7% 
Doctor Who Cared; Edward R. Bloom- 
quist, M.D. 

Education of the Psychiatrist; Maurice 
Levine, M.D 
From Here to Internity ; Lois GC. 
Get that Autopsy! .. 

Getting the Most Out of ‘Clinical Con- 
ferences; William B. Redmon, M.D.. 


George 


nterni ‘Stone 


G.P. vs Specialist: How the Conflict 
Began; Lester S. King, M.D. ......... 
G.P. vs Specialist:: Is the Battle End- 
ing; Lester §. King, M.D. ............ 
Health Wanted ...for MS patients 
House Staff in Undergraduate Education; 
Harold M. Haugen, M.D. ........... 
How About a Summer Camp Job? ..... 
How the Medical Subspecialties Are 
Taught at My Hospital; Donald A. 


How To Be Ready For Your Accident; 
Sidney Fink, M.D. 
How to Get Ready for Your Surgical 
Boards; Ernest M. Barsamian, M.D... 
How to Handle Referrals; Terry S. 
Vincent, M.D. ... 
How to Pick Your Office Assistant s 
How to Set Up Your Financial Records; 
Terry S. Vineent, M.D. 
I Equipped My Office for $600; Raymond 
0. Frederick, M.D. .. 
Italian, How to Speak 
Love and Hate in the Doctor's Office; 
John A. Ewing, M.D. 
Military Service Now.. 
for Residency Training 
My Three Years in Group Practice; 
William Gordon, M.D, ......... 
New York's Hospital Strike, (How 
House Officers Fared in Hospital Strike) 
Obstetries and mag The Specialty; 
Louis A, Gentile, M. 
Pathology: Who Needs It; Stanley Bur- 
rows, M.D. 


- or Deferment 
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Pedantic Semantics; George A. Reynolds, 
PHS: In Foreign Service and Preventive 
Medicine; Leroy E. Burney, M.D 
PHS: Research Programs and the Com- 
missioned Corps; Leroy E. Burney, 


Physician Who Talked Himself Into 
Trouble; John A. Ewing, M.D. ...... 
Plain Talk About Fees; Nelson W. 
Producing Tomorrow's Doctors Today ; 


Questions You Should Ask About Group 
Practice; Jeseph Axelrod, M.P.H. 
Reading for Young Doctors; Amos R. 
Koontz, M.D. 
Return to Residency; 


Norman Atkin, 


Save Money on Your Office Equipment; 
James Maddox 
Student Wife; Ellouise D. Schoettler .. 

Take a Close Look at Your Future 
Practice Location; Terry S. Vincent, 
M.D. 


Ten Ways to Build Your Practice; Terry 
S. Vincent, 


Things I L earned About Locating; 
Robert Proper, M.D. .......... 
Time for Action (2 parts) Edward R. 


Bloomquist, M. 
When Surgery Was Called Murder... 
The Surgeon Who Dared the Impossible 


Time for Compassion; Edward R 
Bloomquist, M.D. 
Time Limit On Malpractice Suits ‘vie 
Training of a Psychiatrist; Maurice 

| 
Training of the Surgeon; Allen 0. 


U. S. Public Health Service, 
Leroy E. Burney, M.D. 
What About Medico; Paul Williamson, 
M.D. 


The: 


What About the 
Tortora, M.D 
What's Happening to Psychiatry; George 
A. Reynolds, M.D. 
What"s Happening to Stipends? 
What's 


Psyche; Anthony R. 


in a Pill?, Arthur J. Prange, 
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Creativity and Research; Gardner Mid- 
ilebrook, D. 
Ed 


History of Surgery; D. P. Hall, MD. 
Residency Training in a Full-time Staff 
oa and Clinic; Harold L. Foss, 
Social and Financial Problems of Doctors 
in Training; C. C. Corpenter, M.D. . 
Teaching Hospital; L. E. Hummel, M.D. 
Voluntary or Controlled Hospitals; A. C. 
Kerlikowske, M.D. 


MEDICAL CENTERS 


Cleveland Metropolitan General Hospital 
Geisinger Memorial Hospital and Clinic 
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What Y t to Know About Jackson Memorial Hospital ...... Leese 1:132 
BM, MPM. .... 286 Edward J. Meyer Memorial Hospital 7:64 
When Are You Liable for Another Montefiore Hospital ................. - 9:22 
6 :96 National Jewish Hospital ............ 11:132 
Where Will the Army Send You; Horst North Carolina Baptist Hospital ...... 8:80 
Why I Chose Academic Medicine, James University of Louisville Medical Center 3:% 
A. Knight, B.D., M.D. .....ccccceesse 12:59 University of Michigan Medical Center.. 12:94 
Who is Your Lawyer; Robert L University of Texas-Medical Branch Hos- 

Why Not Choose Your Loca- c PATHOLOGICAL 

cation; Terry S. Vincent, M.D. ...... 2 Al 
Why They Changed Doctors; John A. CLINI 

Ewing, M.D. ... 1:57 N c 
Why You Should Limit Your Sma CONFERENCES 

Talk; John A. Ewing, M.D. .......... 4:138 
Wives’ Day the Hospital; Mrs. 

7:102 Abscess, Lung, Staphylococcal ....... 11:98 
Yiddish, How to Speak 2:160 

Fibrocystic Disease, 7 

Hepatitis, Giant Cell ................. : 
EDITORIALS Hepatitis, Viral; Nephrosis, Cholemic .. 5:59 

Histoplasmosis, Disseminated ......... 2:59 
Blue Cross: A Public Trustee ......... 2:53 Myeloma, Plasma Cell ................ 9:59 
11:63 Pericarditis, Chronic Suppurative ... 8:59 
Genesis .and Ecology of Clinical In- Pericarditis, Myocarditis, Staphylococcal 10:59 

9 57-10 :63 Pneumonia, Staphylococcal ............ 4:59 
Is There a Place for the General Prac- Poisoning, Methyl Bromide .......... 1:59 

Leek at the Future, A ................. 12:55 PP 
National Health Service of Great EQU G 

sumer Reaction Com Ophthalmology Office, How to Equip the 2:18 
National Health Service of Great Psychiatrist’s Office, How to Equip the 3:12 

Britain; IV. The General Practitioners 4:43 Surgeon's Office, Equipping the ........ 4:65 
National Health Service of Great 

Britain; V. The Consultants ........ 5 :53 
National Health Service of Great MEDICINE MAKERS 

Britain; VI. Hospitals, Health Centers, 

6:39 Four Men of Ayerst 1:10 
Preparing for a Subspecialty .......... 1:55 Burroughs and Wellcome: Adventure in 

Colonel Lilly's Vietory 30 
Robins: Family Tradition in Pharmacy... 9:15! 
GUEST EDITORIALS The Remarkable Doctor Upjohn ........ % 
Administration's Responsibility for Edu- FORENSIC MEDICINE 
Arthur G, “Hennings 5:101 

merican Hospital as an Ambassador of Is Sterilization a Legal Trap? .......... 1:78 

Good Will, The; Allen M. Margold, Obstetrics: Target for Malpractice ..... 2:10 

‘onditions ickness a i 

Society; Martin Cherkasky, M.D. ... 9 68 
Continuing Obligation; Homer F. M 

1:26 CHIEF RESIDENT 


SYMPOSIUMS 


2:73 How They Run Their Medical Services 
3:92 Alabama Medical Center 
Colorado General Hospital 
Johns Hopkins’ Osler Clinic .......... 8:45 
4:72 How They Run Their Ob-Gyn Services; 
Cleveland Metropolitan General 
8:94 Hospital 
7:73 Hahnemann Medical College and 
Hospital 
12 :108 Bellevue Hospital Center 
Edward J. Meyer Memorial Hospital.. 11:72 
How They Run Their Surgical Services 
University of Alabama Medical Center 
Charity Hospital of Louisiana 
2:88 Ohio State University Hospital 
4:89 Strong Memorial Hospital ............ 10:118 


Resident Physician 


| 
f. 
a 
Set 
to 
Dre 
Siste 
in y 
| TH 
ther. 
| DEC 
chol 
in th 
flow 
emu 
Des 
stim 
sis. | 
fat-s 
ence 
Dio 
face 
ing: 
inte: 
chol 
sific 
dioc 
the« 
| SA 
syste 
Ora 
only 
Do: 
may 
obsts 
Av: 
*TM. 


8:45 


11:72 


10:18 


1ysician 


wconcept 
f. chronic constipation..: 


a {especially that associated 
. h the irritable bowel syndrome 


JEGHOTYL€ 


TRABLETS* 


s..fe, gentle transition 
to normal bowel function 


Di cHoTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of Decuorvt is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 
Dosage: Average adult dose—Two TRaBLETs* at bedtime. Some individuals initially 


may require | to 2 TraBLets three or four times daily. Contraindications: Biliary tract AMES 
obstruction; acute hepatitis. 

Available: Tras.ets,* coated, yellow, trapezoid-shaped; bottles of 100. /\) 
*t.M. for AMEs trapezoid-shaped tablet. 
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after 5 years of research 
and 41,000 patient days 
of clinical testing 


Mead Johnson announces 


a new infant formula 


Infant formula 
nearest to mother's milk’ In nutritional breadth and balance 


In a well controlled institutional study*, Enfamil was com- 
pared with three widely used infant formula products: 


This formula produced: weight gains greater than the 
average, stool firmness between firm and soft ... and 
lower stool frequency. 


NEAREST... to mother’s milk in its pattern of protein, fat 
and carbohydrate by caloric distribution 

NEAREST... to mother’s milk in its pattern of vitamins and 
minerals (more vitamin D in accordance with 

NRC recommendations) 

NEAREST... to mother’s milk in its fat composition (no but- 
terfat; no sour regurgitation) 

NEAREST... to mother’s milk in its ratio of saturated to un- 
saturated fatty acids 

NEAREST... to mother’s milk in its low renaksolute load 
ENFAMIL LiQUID—cans of 13 fluid ounces. 1 part Enfamil Liquid 

to 1 part water for 20 cal. per fi. oz. 

ENFAMIL POWDER—cans of 1 lb. with measure. 1 level measure 

of Enfamil Powder to 2 ounces of water for 20 cal. per fi. oz. 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the 
Committee on Maternal and Child Feeding of the Food and Nutrition Board, 
National Research Council: The Composition of Milks, National Academy of 
Sciences, National Research Council, Publication 254, Revised 1953. 2. Research 


L ies, Mead Joh 
\ Mead Johnson 


Symbol of service in medicine 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA *Trade Mark 


now... 
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